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Appendix F
Client Enrollment and Attribution

To ensure that clients can quickly benefit from the ACC and that Regional Accountable Entities (RAES)
and Health Neighborhood providers can more seamlessly connect with clients, the Department is
making several significant changes to how Medicaid clients are enrolled into the ACC, attributed to
Primary Care Medical Providers (PCMPs), and assigned to RAEs. There are three main components of
the Department’s enrollment plan:

1. All Medicaid enrollees will be mandatorily enrolled into the ACC;
2. All ACC members will be immediately attributed or assigned to a PCMP; and
3. All clients will be assigned to a RAE based upon who their PCMP is.

1. Mandatory ACC Enrollment

e The Department will mandatorily enroll all full-benefit Medicaid beneficiaries into the ACC at
the time of Medicaid enrollment.

e Enrollment into the ACC will occur daily and will be effective on the day in which the enrollee
becomes eligible for Medicaid.

e Clients will be automatically reenrolled in the ACC when they lose and regain Medicaid
eligibility.
2. PCMP Attribution and Assignment
e All ACC clients will be immediately be attributed or assigned to a PCMP, upon being

determined eligible for the ACC. The Department will attribute or assign clients using the
following three methods:

1) Claims-based attribution methodology — the Department will use historical claims data to
identify the PCMP that the client has seen the most often during the past 12 months.

2) System Assignment methodology - In the absence of any claims history for the client or
family member, the Department will assign the client to a PCMP based on three factors:
1) proximity of the PCMP to the client’s residence; 2) PCMP appropriateness; and 3)
PCMP performance.

3) Client choice — all clients will receive notice of their enrollment into the ACC and have
the opportunity to change their PCMP at any time.

3. RAE Assignment
e All clients will be automatically assigned to a RAE based upon who the client’s PCMP is.

e A PCMP’s RAE will be determined by the geographic location of the practice. Each practice
location will be treated as a single PCMP.

e For example, if client resides in Denver County, but is attributed to a PCMP in Adams
County, he/she will be attributed to the RAE whose catchment area includes Adams
County.

e All PCMPs will be contracted with only one RAE.
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APPENDIX G

Regional Map and Enrollment Assessment
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Enrollment Estimates by RAE

APPENDIX G

Regional Map and Enrollment Assessment

Count of current PCMP Count of ACC
Count of current Count ACQZ Count of current attributed clients by Count clients not | eligible clients by
enrolled clients PCMPs by RAE PCMP's RAE currently ACC future RAE
RCCO or RAE | ACC enrolled . : . . )
clients by RCCO attributed to a (base_d on provider (clients assigned toa enrolled by (using future
PCMP by RCCO location county) RAE based on their future RAE ACC enrollment
PCMP's county) criteria)
1 133,587 101,469 140 108,044 63,897 198,140
2 76,281 62,882 43 54,598 16,902 92,378
3 232,335 170,752 105 145,006 80,741 314,711
4 113,383 95,804 90 95,232 19,337 132,828
5 104,909 81,988 69 123,378 96,409 210,673
6 128,993 98,662 85 83,418 29,290 149,942
7 164,123 129,814 78 132,571 26,760 188,235
Total 953,611 741,371 610 742,247 333,336 1,286,907

A client would be counted in RAE 1 for the following reasons:

- If the client requested their current PCMP (and are RCCO enrolled), and the PCMP is assigned to RAE 1 based on the PCMPs location
- If the client did not request their current PCMP (and are RCCO enrolled), and live in RAE 1

- If the client does not have a current PCMP (and are RCCO enrolled), and live in RAE 1

- Any Medicaid eligible client that is not RCCO enrolled, has full Medicaid eligibility, are not enrolled in PACE, and live in RAE 1

Clients currently enrolled in a managed care program other than PACE are included in the future RAE enrollment numbers
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APPENDIX H
Health Needs Survey Questions

These questions would be asked of each client at the time of Medicaid enrollment
Some questions would be optional, based on the client’s response to previous questions in
their Medicaid application.

3)

Have you ever been told that you have one of the following health conditions?
Asthma

Diabetes

Heart Disease

High Blood Pressure

Mental or Behavioral Health Condition

Other

Do you need help managing your health condition? OR IF NO CONDITIONS ARE
SELECTED, do you need help managing your health?

Yes

No

a. IF YES, What kind of help?
- Information/education
- Finding a provider
- Medication management
- Transportation
- Other

In the past 12 months how many times have you been hospitalized or gone to the
emergency department?

None

1-3

4 or more

Are you pregnant? (OPTIONAL)
Yes
No

Would you like help with family planning (education on number of children and
spacing, birth control, treatment for sexually transmitted diseases)?

Yes

No

Do you need or want help with other resources?
Housing resources

Food Assistance

Other
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APPENDIX H
Health Needs Survey Questions

7) Do you have a child with special health care needs?
- Yes
- No

8) Do you have any concerns about your child?
- Growth/Development

- Learning

- Behavior

- Self-care/Doing things for themselves

- Weight (underweight or overweight)

9) What are your top health goals this year (choose up to 3)?
- Eat better

- Exercise more

- Quit smoking

- Learn how to stay healthy

- Reduce stress or depression

- Avoid alcohol and other drugs

Following 3 questions asked for each goal chosen:

10) How important is [eating better, exercising more, etc.] to you right now?
- Not important

- Important

- Very important

11) How confident are you about [eating better, exercising more, etc.] this year?
- Not confident

- Confident

- Very confident

12) Would you like help meeting this goal?
- Yes
- No
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APPENDIX I
Population Health Management Plan

RAE Name:

Region:
Date Submitted:

PEDIATRIC

Stratification Methodology — Please describe the steps you will take to stratify your population.

a M w0 N

Please answer the following questions about the Stratification Methodology:
a) What is the schedule to run the stratification?
b) What event or condition would prompt re-stratification?

c) What method will be used to identify individuals who change from one stratification
level to another?
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Pediatric Interventions

APPENDIX I
Population Health Management Plan

Stratification Level

INSTRUCTIONS for completing the table below:

1) List each population group identified as part of your Stratification Methodology in the Stratification Level
column; e.g., healthy, non-users; members with special health care needs, etc.

2) Identify each Intervention that is part of the Contractor’s Population Health Management Plan in the

column headers (see example below).
3) Place a checkmark in the cell indicating which interventions will be used for each stratification level.

Health Care Needs

— e [ONQ]
55| 3| £5|Egs| €3
5= > g
=3 =3 S
Healthy, non-user v v
Members aged 15-20 v v v
Members with Special v v v
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APPENDIX I
Population Health Management Plan

Description of Interventions: (Please fill out one box for each Intervention)

Name of Intervention:
Description:
Please check one of the following three options

[0 Evidence-Based:
[0 Promising Practices:
[ Other:

How the frequency of intervention will be determined:
How the method of delivering the intervention will be determined:

Potential outcomes:
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APPENDIX I
Population Health Management Plan

RAE Name:

Region:
Date Submitted:

ADULT

Stratification Methodology — Please describe the steps you will take to stratify your population.

a M w0 N

Please answer the following questions about the Stratification Methodology:
a) What is the schedule to run the stratification?
b) What event or condition would prompt re-stratification?

c) What method will be used to identify individuals who change from one stratification
level to another?
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APPENDIX I
Population Health Management Plan

Adult Interventions

INSTRUCTIONS for completing the table below:

1) List each population group identified as part of your Stratification Methodology in the Stratification Level
column; e.g., healthy, non-users; members with special health care needs, etc.

2) Identify each Intervention that is part of the Contractor’s Population Health Management Plan in the

column headers (see example below).

Stratification Level - DEIUW) o ) _ o
3) Place a checkmark in the cell indicating which interventions will be used for each stratification level.

— [ONQ]
55| 3| P%|E3¢| 88
== > =5 =59 S

ag g9 | 825 | S

& 22 g~ =

28 3

Healthy, non-user v v

Members with Special v v v

Health Care Needs
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APPENDIX I
Population Health Management Plan

Description of Interventions: (Please fill out one box for each Intervention)

Name of Intervention:
Description:
Please check one of the following three options

[0 Evidence-Based:
[0 Promising Practices:
[ Other:

How the frequency of intervention will be determined:
How the method of delivering the intervention will be determined:

Potential outcomes:
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APPENDIX J
Stratification Report

RAE Name:
Region:
Date Run:
Q1 Q2 Q3 Q4
Stratification Level Number of | % of Total | Number of | % of Total | Number of | % of Total | Number of | % of Total
Members | Members | Members | Members | Members | Members | Members | Members
Total

Describe Changes in overall population Stratification:
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APPENDIX K
Practice Support Tools and Resources

The Contractor shall make available a range of tools and resources to provide ongoing support
and development for their Network Providers. The following lists are examples of the types of
tools and resources that the Department expects the Contractor to provide to its Network
Providers, but this is not an exhaustive list.

Example Medical Management Techniques:

Coordination with the Department’s utilization management contractor to detect
inappropriate utilization of services.

Integrating disease management into the care of Members with multiple chronic
conditions.

Catastrophic case management.

Coordination of medical services for Members with serious, life-changing, and possibly
life-threatening, illnesses and injuries.

Technologically enhanced communication, such as cell phone messages, email
communication and text messaging.

Providing PCMPs with tools and resources to support informed medical decision-making
with Members.

Alternate formats for delivering care.

Methods for diversion to the most appropriate care setting.
Clinical and Operational Tools:

Clinical care guidelines and best practices.

Clinical screening tools, such as depression screening tools and substance use screening
tools.

Health and functioning questionnaires.

Chronic care templates.

Registries.

Shared decision making tools.

Member reminders.

Self-management tools.

Educational materials about specific conditions.
Member action plans.

Behavioral health surveys and other self-screening tools.
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APPENDIX K
Practice Support Tools and Resources

Guidance and education on the principles of the Medical Home.
Training on providing culturally competent care.

Training to enhance the health care skills and knowledge of supporting staff.
Training to enhance delivery of team-based care.

Training for delivering integrated care.

Guidelines for motivational interviewing.

Guidelines for health coaching.

Tools and resources for phone call and appointment tracking.
Tools and resources for tracking labs, referrals and similar items.
Referral and transitions of care checklists.

Visit agendas or templates.

Standing pharmacy order templates.

Practice redesign.

Operational efficiency enhancements

Expanded provider network directory.

Comprehensive directory of community resources.

Directory of other Department-sponsored resources, such as the managed care
ombudsman and nurse advice line.

Link from the Contractor’s website of centrally located tools and resources to the
Colorado Medicaid website.
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APPENDIX L
Colorado Client Assessment Record

The Contractor’s provider network shall comply with the current Colorado Client Assessment
Record (CCAR) policy which is as follows:

An “admission” CCAR must be completed upon a Member receiving:

Six (6) or more brief integrated mental and physical health service encounters during any
continuous six-month period.

Four (4) or more mental health service encounters during any continuous six-month period in a
non-integrated care setting.

The exempt procedure codes listed below do not count toward the total number of services
received within a six-month period.

Providers may voluntarily administer CCARs to Members who receive fewer than four (4)
service encounters.

The Contractor shall submit an electronic file of all completed CCAR tools to the Department
and/or designee (e.g., Office of Behavioral Health) in a format determined by the Department or
its designee. If changes to the CCAR are made, the Contractor shall implement all changes. At
the Department’s request, the Contractor shall participate and collect the Drug/Alcohol
Coordinated Data System (DACODS) for Members with a substance use disorder diagnosis.

Procedure Codes Exempt from the CCAR

97535 Self-care management training
97537 Community/work reintegration
H0002 Behavioral health screening
H0023 Alcohol and/or drug outreach
H0025 Alcohol and/or drug prevention
H0038 Self-help/peer svc per 15mm
H 2015 Comp comm supp svc, 15 mm
H 2016 Comp comm supp svc, per diem
H2027 Psycho-ed svc, per 15 mm (non
clinician only)
H2030 MI-I clubhouse svc, per 15 mm
H2031 MH clubhouse svc, per diem
S9453 Smoking cessation class
S9454 Stress mgmt class
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Appendix M
Primary Care APM

As part of the Department of Health Care Policy & Financing’s (Department) efforts to shift
providers from volume to value, the Department is developing a structure to make differential
fee-for-service payments to give providers greater flexibility, reward performance while
maintaining transparency and accountability, and create alignment across the delivery system.
Under the proposed model, providers can earn higher reimbursement (when designated as
meeting specific criteria) as they implement and achieve more Advanced criteria. Movement
along this framework not only encourages higher organizational performance but also helps the
Accountable Care Collaborative (ACC) achieve its respective programmatic goals.

In developing the proposed framework, the Department cross-referenced with Departmental
initiatives, such as CPC, CPC+, EPCMP, and SIM, as well as with National Committee for
Quality Assurance (NCQA) standards for Patient-Centered Medical Homes (PCMHSs). Please
note this is a proposed framework intended for discussion. Also note that additional work is
being done to align with CPC+ Track 2 — the framework described does not apply to that
methodology.

Primary Care Alternative Payment Framework

Care Delivery Payment Category OAl\Jtcomefs/
Domain Basic Enhanced Advanced | o °
mpact
1. 24 hour phone | 1. Provider 1. Asynchronous | 1. Well child
access Empanelment communication care
2. Primary care (75%) 2. Provider 2. Depression
Access to and | focus 2. Accept new Empanelment screening
Continuity of | 3. Extended hours | patients (95%) 3.ER
Care 4. Same day appts | 3. 24 hour EHR utilization
access 4. Other
preventive
screenings
1. Preventive 1. Population 1. Self- 1. Appropriate
health screening stratification: management asthma
2. Medication methods goals medications
management 2. Population 2. HbAlc
3. Release of stratification: testing
Care : .
previous records | care protocols 3. Well child
Management o
3. Registries care
4. Shared care 4. Depression
plan: patient screening
5. E-prescribing 5.SUD
screening
1. Care team roles | 1. Care team 1. Care team 1. HbAlc
Team Based 2. Care team empanelment empanelment testing
Care structure (75%) (95%) 2. Well child
3. Standing orders 2. QI trainings care
Page 1 of 15
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Appendix M

Primary Care APM

2. Patient 3. Shared care 3. Depression
engagement plans: provider screening
trainings 4. SUD
3. Population screening
health 5. ED Visits for
management ambulatory
trainings care-sensitive
4. Care team conditions
huddling 6. CAHPS
survey
7. ECHO
survey
8. National
Core Indicators
survey
1. Care compact: | 1. Referral 1. Hospital F/U 1. ED Visits for
Health medical providers | tracking 2. ERF/U ambulatory
Neighborhood 2. eConsult 3. Care compact: | care-sensitive
Care community conditions
Coordination partners 2. Total cost of

care

1. BH preventive | 1. BH registry 1. BH co-location | 1. Well child
health screening 2. BH share care | 2. BH providers care
2. BH referrals plan: patient 2. Depression
3. BH shared screening
decision making 3.SUD
tool screening
Behavioral 4. Care
Health compact:
Integration behavioral
health providers
5. BH agency
strategic
measures
6. BH referral
tracking
1. Process for 1. Shared 3. Patient 1. CAHPS
Patient soliciting patient | decision making | advisory group survey
feedback tools 2. ECHO
Engagement .
and 2. I_Datlen_t survey
. satisfaction 3. National
Experience .
survey Core Indicators

Survey
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Appendix M
Primary Care APM

Quality
Improvement

1. Performs
practice
improvement
activities

1. Agency
strategic
measures

2. Agency QI
plan

1. Agency QI
projects

2. Family and
patient
engagement in QI
projects

3. Ql project
progress and
communication
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Primary Care Alternative Payment Criteria

October 2016

appointments.

. Other
Care Dell_very Measure Definition Payment Outcomes/ Department NCQA
Domain Category | Areas of Impact L Standard
Initiatives
Access and 24 hour phone Pr_actlces will provide patients _ Well Chlld_Care; CPC. CPC+,
o with 24 hour, 7 day a week Basic Depression 1B2
Continuity access . . . SIM
access to a provider or clinician. Screening
Practices will focus their care
models on wellness and
_ prevention and will prOVI_de Well Child Care:
Access and Primary care | their patients access to primary . .
S . Basic Depression ACC 1.0
Continuity focus care providers from the .
. S . Screening
following specialties: Family
Medicine, Internal Medicine,
Pediatrics, and OB/Gyn.
Practices will provide patients
with access to care and their . _
Access and provider/care teams outside of . ik Chlld_Care, CPC+, ACC
S Extended hours . Basic Depression 1A2
Continuity the standard working hours. At . 1.0
. Screening
least one alternatively scheduled
day a week.
. Practices will assign 75% . i
Access and Provider patients to a provider who will Well Chlld_Care, CPC, CPC+,
o empanelment T . Enhanced Depression 2A2
Continuity serve as their primary point of . SIM
(75%) care Screening
Practices will ensure timely Well Child Care:
Access and Same day access to care through . :
o . . . Basic Depression 1A1
Continuity appointments | integration and use of same day Screening

4 | Primary Care Alternative Payment Framework and Criteria




Appendix M
Primary Care APM

. Other
Care Dell_very Measure Definition Payment Outcomes/ Department NCQA
Domain Category | Areas of Impact o Standard
Initiatives
Practices will provide patients
Access and 24 hour EHR with 24 hour, 7 glay a We?k. . Well Chlld_Care; CPC, CPC+,
o access to a provider or clinician | Enhanced Depression 1B3
Continuity access . . SIM
who has real-time access to Screening
their medical records.
: Practices will assign 95% . ,
Access and el patients to a provider who will el Chlld_Care, CPC, CPC+,
o empanelment g . Advanced Depression 2A2
Continuity serve as their primary point of . SIM
(95%) care Screening
Access and Accent new Practices will take on new Well Child Care;
o P Medicaid patients as their care Enhanced Depression ACC 1.0
Continuity patients : . .
team capacity permits. Screening
Practices will implement at least
one form_ of gsynchrpnous Well Child Care:
Access and Asynchronous | communication (patient portal, . 1A3,
o S . : Advanced Depression CPC, SIM
Continuity communication | email, text messaging, etc.) and . 1B3, 1C5
. . E Screening
will set appropriate and timely
follow-up standards.
Appropriate
Asthma
Care Preventive Practices will regular screen Hrgiijllgitelgt?r?g
Management | health screening %iﬂggts for preventive health Basic Well Child Care; ACC L0
' Depression
Screening; SUD
Screening
Page 5 of 15
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Appendix M
Primary Care APM

. Other
Care Dell_very Measure Definition Payment Outcomes/ Department NCQA
Domain Category | Areas of Impact o Standard
Initiatives
Appropriate
Asthma
Practices will proactivel medications;
Care Medication Pr y . HbAIc testing; | CPC, CPC+,
manage and review each Basic . ) 4C
Management management .2 . N Well Child Care; SIM
patient's respective medications. :
Depression
Screening; SUD
Screening
Appropriate
Practices will develop protocols A§thr_na .
and processes whereby they can medlcat|or_15,
Care Release of : . HbA1c testing;
: request, receive, and send Basic - ) 5C
Management | previous records . . Well Child Care;
patient records from previous .
roviders Depression
P ' Screening; SUD
Screening
Appropriate
Asthma
. Practices will employ data- medications;
Care Popu_latl_on , driven methods and tools HbA1c testing; CPC, CPC+, )
stratification: ) . ) Enhanced . ) SIM, ACC 3D; 4A1
Management (including BDIM) to risk Well Child Care;
methods . . . 1.0
stratify all empaneled patients. Depression
Screening; SUD
Screening
. . Appropriate
Care Population l:r:\aﬁggfesn\;v::grgevgg)%grsdfor the Asthma CPC, CPCH,
stratification: piemen protoco . Enhanced medications; SIM, ACC 4A
Management specific risk pools within their T
care protocols opulation HbA1c testing; 1.0
pop ' Well Child Care;
Page 6 of 15
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Appendix M
Primary Care APM

: Other
Care Dell_very Measure Definition Payment Outcomes/ Department NCQA
Domain Category | Areas of Impact o Standard
Initiatives
Depression
Screening; SUD
Screening
Appropriate
Practices will develop and A§thr_na :
implement patient registries to medlcatlons,
Care I HbA1c testing; SIM, ACC
Registries manage the care and outcomes Enhanced . ) 4A
Management o . Well Child Care; 1.0
of at least three specific patient .
opulations Depression
P ' Screening; SUD
Screening
Appropriate
Practices will develop and Asthma
monitor care plans with each medications; CPC. CPC+
Care Shared care patient that address relevant Enhanced HbA1c testing; Sll\/i ACC, AB5
Management plan: patient needs and that are shared across Well Child Care; 1 0
each patient's care team Depression '
members. Screening; SUD
Screening
Appropriate
Practices will develop and A§thr_na .
: X medications;
Care - lmplemeqt technologies and HbALC testing:
E-prescribing | partnerships that allow for Enhanced . . CPC 4D
Management . - Well Child Care;
electronic transmission of :
atients' prescriptions Depfess"’”
P ' Screening; SUD
Screening
Page 7 of 15
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Appendix M
Primary Care APM

Care Delivery A Payment Outcomes/ Other NCQA
. Measure Definition Department
Domain Category | Areas of Impact o Standard
Initiatives
Appropriate
Asthma
Self- Practices will develop and medlcat|or_15; _
Care . HbA1c testing;
management | monitor self-management goals | Advanced . ) SIM 4B
Management . . i : Well Child Care;
goals with their respective patients. .
Depression
Screening; SUD
Screening
Practices will define the specific
roles for care teams and
integrate patient engagement,
Team Based population health management,
Care Care team roles | and quality improvement Basic SIM 2D
responsibilities in each role.
These roles will ensure that all
members are working to the top
of their licenses.
Practices will define the
composition of their agency's
care teams. Care team members
Team Based Care team can include but are not limited .
. i . Basic SIM 2D
Care structure to a provider, medical assistant,
care coordinator, nurse, social
worker, or behavioral health
consultant.
Practices will create spaces for Well Child Care;
Team Based Care team care teams to meet and perform Depression
Care huddling pre-visit planning. Meetings Enhanced Screening; SUD SIM 2b
will include the care team Screening; HbAlc
Page 8 of 15
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Appendix M

Primary Care APM

Care Delivery o Payment Outcomes/ Other NCQA
. Measure Definition Department
Domain Category | Areas of Impact o Standard
Initiatives
members and any relevant staff, testing; ED Visits
will discuss anticipated needs for Ambulatory
for the day or patient, and will Care Sensitive
occur on a consistent basis. Conditions
Practices will develop and
implement written pro?ocols Well Child Care:
approved by an authorized .
Team Based . practitioner that allow qualified . Depfess'on
Standing orders o Basic Screening; SUD SIM 2D
Care clinicians to assess and LS
i i Screening; HbAlc
administer certain clinical 4
N : . testing
services, including vaccines,
laboratory tests, and screenings.
Practices will assign 75%
patients to an interdisciplinary
care team who will serve as . )
Team Based g1 team their primary point of care. Care el ChlId_Care, CPC, CPC+,
empanelment . Enhanced Depression 2A2
Care team members must include but . SIM
(75%) - ; i Screening
are not limited to: medical
provider, care coordinator, and
behavioral health provider.
Practices will employ a
common patient engagement
. curriculum across their agencies CAHPS Survey;
Patient . : - _
Team Based and provide consistent trainings ECHO Survey;
engagement O . Enhanced . SIM 2D
Care = for all staff in said curriculum. National Core
trainings . . : ;
Curriculums must include topics Indicators Survey
on shared care plan
development, motivational
Page 9 of 15
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Appendix M
Primary Care APM

Care Delivery o Payment Outcomes/ Other NCQA
. Measure Definition Department
Domain Category | Areas of Impact o Standard
Initiatives
interviewing, patient feedback
surveys, etc.
Practices will employ a
common population health
curriculum across their agencies
and provide consistent trainings Well Child Care;
for all staff in said curriculum. Depression
Population Curriculums must include topics Screening; SUD
Team Based health on tools_(reglstrles, dashboards, Enhanced Scrgenl.ng; Hb_A_lc SIM 2D
Care management | etc), delivery systems testing; ED Visits
trainings (integrated care teams, care for Ambulatory
coordination, etc), and systems Care Sensitive
integration (community Conditions
partnerships, integrated care
models with external providers,
etc).
Practices will assign 95%
patients to an interdisciplinary
care team who will serve as . )
Team Based Care team their primary point of care. Care Well ChlId_Care, CPC, CPC+,
empanelment . Advanced Depression 2A2
Care team members must include but . SIM
(95%) - ) ) Screening
are not limited to: medical
provider, care coordinator, and
behavioral health provider.
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Appendix M
Primary Care APM

. Other
Care Dell_very Measure Definition Payment Outcomes/ Department NCQA
Domain Category | Areas of Impact o Standard
Initiatives
Practices will employ a
common performance
improvement methodology
across their agencies and
Team Based - provide consistent opportunities
Care QLlisios to train all staff in said Advanced = 2D
methodology. Methodologies
can be based on PDSAs,
Lean/Six Sigma, Microsystems,
etc.
Practices will enact compacts Appropriate
. i Asthma
with relevant partner practices, .
including one behavioral health medlcatlons,
Team Based Shared care . E HbA1c testing; 2A4;
. . practice, to grant access to their | Advanced . . SIM
Care plans: provider : i Well Child Care; 4B2/3
respective EHRSs and their .
. L ' ] Depression
patients' respective medical L
Screening; SUD
records and care plans. !
Screening
Health Care compact: Practices will enact care AEEU\IQ,[SC’::S fC(:);re
Neighborhood mpact. compacts with 1-3 relevant . ory CPC, CPC+, )
medical . Basic Sensitive 4C; 5B
Care . partner providers to track and N SIM
L providers . Conditions; Total
Coordination coordinate care.
Cost of Care
Health Practices will monitor the status ArE]Eu\IgtSol:s ch:)z;re
Neighborhood . of patient referrals between the ory SIM, ACC
Referral tracking . . . Enhanced Sensitive 5B2
Care practice and its respective 1.0

Coordination

partners.

Conditions; Total
Cost of Care
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Appendix M
Primary Care APM

. Other
Care Dell_very Measure Definition Payment Outcomes/ Department NCQA
Domain Category | Areas of Impact o Standard
Initiatives
Health ED Visits for
. Practices will follow up with Ambulatory Care
, o : . +
Neighborhood Hospital F/U | 75% of hospitalized patients Advanced Sensitive CPC, CPC, 5C
Care L. i o SIM
- within 72 hours of discharge. Conditions; Total
Coordination
Cost of Care
Health Practices will follow up with ArE]It:))u\lgtSol:S ch:)z;re
Neighborhood 75% of emergency room ory CPC, CPC+,
ER F/U . - Advanced Sensitive 5C
Care patients within one week of N SIM
- . Conditions; Total
Coordination discharge.
Cost of Care
Health | Practices will enact care ED VIaits for
. Care compact: : Ambulatory Care
Neighborhood . compacts with 1-3 relevant »
community . Advanced Sensitive ACC 1.0? 4E
Care community partners to refer and N
L partners : Conditions; Total
Coordination coordinate care.
Cost of Care
. Practices will regular screen Well Child Care;
Behavioral s . : .
BH preventive | patients for behavioral health . Depression
Health . ' : . Basic L SIM 3C
. health screening | issues using a nationally Screening; SUD
Integration - . :
recognized screening tool. Screening
. Practices will provide access to Well Child Care;
Behavioral behavioral health services Depression
Health BH referrals Basic pr . SIM 5B/C
i through referrals to partner Screening; SUD
Integration . . : !
providers or internal services. Screening
. I_Dractlces will c_jevelop_anq Well Child Care;
Behavioral implement patient registries to Depression
Health BH registry manage the care and outcomes Enhanced Pr , SIM 4A
i ? ) . Screening; SUD
Integration of patients with behavioral Screening

health needs.
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Appendix M
Primary Care APM

. Other
Care Dell_very Measure Definition Payment Outcomes/ Department NCQA
Domain Category | Areas of Impact o Standard
Initiatives
Practices will develop and
. monitor care plans with each Well Child Care;
Behavioral . . .
BH shared care | patient that address behavioral Depression
Health R Enhanced . SIM 4B5
! plan: patient | health needs and that are shared Screening; SUD
Integration C :
across each patient's care team Screening
members.
Behavioral BH shared Pra_ct!ces W||I_employ shared Well Chlld_Care;
. . decision making tools for Depression
Health decision making . . . Enhanced L SIM 4E
. patients with behavioral health Screening; SUD
Integration tool !
needs. Screening
. .| Practices will enact care Well Child Care;
Behavioral Care compact: compacts with relevant Depression
Health behavioral pa . Enhanced pr , SIM 4C; 5B
. . behavioral health providers to Screening; SUD
Integration health providers . !
track and coordinate care. Screening
Behavioral BH agency Prac'_uces will |dent|fy_ar_1d Well Chlld_Care;
. monitor at least one clinical Depression
Health strategic . Enhanced L 6A
. quality measure relevant to Screening; SUD
Integration measures : X
behavioral health. Screening
. Practices will monitor the status Well Child Care;
Behavioral ) .
BH referral of patient referrals between the Depression
Health . . . . Enhanced - SIM 5B
: tracking practice and its respective Screening; SUD
Integration ; :
behavioral health partners. Screening
. Practices will provide on-site Well Child Care;
Behavioral behavioral health services Depression
Health BH co-location ) Advanced P , SIM 2
: through a contracted or in-house Screening; SUD
Integration . :
provider. Screening
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Appendix M
Primary Care APM

. Other
Care Dell_very Measure Definition Payment Outcomes/ Department NCQA
Domain Category | Areas of Impact o Standard
Initiatives
Behavioral Practices will employ Wel:I)IeC:gl(iig:re;
Health BH providers | behavioral health providers as Advanced Pr , SIM? 2
. i . . Screening; SUD
Integration part of their service portfolio. !
Screening
. Practices will gather feedback CAHPS Survey;
Patient e il . _
Solicit patient | from their patients using a post- . ECHO Survey;
Engagement ) . 1 . Basic : CPC, SIM
. input visit question or brief set of National Core
and Experience ! )
questions. Indicators Survey
. . Practices will enact and publish CAHPS Survey;
Patient jratient results from a patient ECHO Survey;
Engagement satisfaction . | P . Enhanced . Y CPC, SIM 6C
. satisfaction survey on a bi- National Core
and Experience survey : :
annual basis. Indicators Survey
Patient Practices will employ shared CAHPS Survey;
Shared decision | decision making tools for at ECHO Survey; CPC, CPC+,
Engagement . ) Enhanced . 4E
. making tools | least two primary care National Core SIM
and Experience e )
conditions. Indicators Survey
Patient Practices will convene a patient CAHPS Survey;
Patient advisory | and family advisory council and ECHO Survey; CPC, CPC+,
Engagement . : Advanced : 6C4
. group publish relevant minutes on a National Core SIM
and Experience . .
quarterly basis. Indicators Survey
Performs Practices will identify a change
Quality practice area and work on specific .
. . . Basic 6
Improvement improvement | activities that will advance
activities progress in that area.
Practices will develop and
Quality Agency QI plan !mplement an agency qgallty Enhanced ACC 1.0 6
Improvement improvement plan that is

reviewed annually and linked to
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Appendix M
Primary Care APM

. Other
Care Dell_very Measure Definition Payment Outcomes/ Department NCQA
Domain Category | Areas of Impact o Standard
Initiatives
the strategic and operational
direction of the practice.
Practices will identify and
monitor at least three clinical
quality measures relevant to
Quality Agency strategic | their sp(_aclflc patient . Enhanced CPC. CPC+ 6A
Improvement measures populations or the RAE's
strategic initiatives and goals or
the State's designated key
performance indicators.
Practices will implement 1-3
performance improvement
projects, using relevant
Quality Agency QI performance improvement Advanced CPC, CPC+, 6D
Improvement projects tactics and clinical and SIM
operational data, to improve
their respective clinical quality
measures.
. Practices will solicit and include
Family and feedback from patients and
Quiality patient - P CPC, CPC+,
. families regarding the Advanced 6C
Improvement engagement in I SIM
QI projects _deve opment and .
implementation of QI projects.
. Practices will publicly publish
. QI project .
Quiality their progress and outcomes CPC, CPC+,
progress and > . . Advanced 6E/F
Improvement . from their respective quality SIM
communication | . P
improvement initiatives.
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APPENDIX N
Capitated Behavioral Health Benefit Covered Services

Covered Services

Low Acuity Behavioral Health Service Procedure Codes- Always covered by the
behavioral health capitation when billed by a Behavioral Health Specialty Provider or when
billed for more than six sessions by a primary care provider, regardless of diagnosis.

90791 Diagnostic Eval without Medical
Services

90792 Diagnostic Eval with Medical
Services

90832 Psychotherapy-30 minutes
90834 Psychotherapy-45 minutes
90837 Psychotherapy-60 minutes

90839 Psychotherapy for crisis-60 minutes
90840 Psychotherapy for crisis-ea addl 30

min

90853 Group psychotherapy

90846 Family psychotherapy (w/o patient)
90847 Family psychotherapy (with patient)

Evaluation & Management Codes- Will require a diagnosis and are covered under the
behavioral health capitation when the service is provided by a behavioral health specialty

provider for a behavioral health diagnosis.

90833 Psytx pt &/or family w/e&m 30 mins
90836 Psytx pt &/or family w/e&m 45 mins
90838 Psytx pt &/or family w/e&m 60 mins
99201 Office or OP — New, 10m

99202 Office or OP — New, 20m

99203 Office or OP — New, 30m

99204 Office or OP — New, 45m

99205 Office or OP — New, 60m

99212 Office or OP — Est, 10m

99213 Office or OP — Est, 156m

99214 Office of OP — Est, 25m

99215 Office or OP — Est, 40m

99211 Office or OP — other

99217 Observ Care discharge day mgmt.
99218 Initial Observ Care, 30m

99219 Initial Observ Care, 50m

99220 Initial Observ Caer, 70m

99221 Initial hospital care

99222 Initial hospital care

99223 Initial hospital care

99224 Subseq Hospital Care, 15m

99225 Subseq Hospital Care, 25m

99226 Subseq Hospital Care, 35m

99231 Subsequent hospital care

99232 Subsequent hospital care

99233 Subsequent hospital care

99234 Same day admit/DC, 40m

99235 Same day admit/DC, 50m

99254 Inpatient consultation

99255 Inpatient consultation

99281 ED services

99282 ED services

99283 ED services

99284 ED services

99285 ED services

99304 Initial nursing facility, 25m
99305 Initial nursing facility, 35m
99306 Initial nursing facility, 45m
99307 Subseq nursing facility, 10m
99308 Subseq nursing facility, 15m
99309 Subseq nursing facility, 25m
99310 Subseq nursing facility, 35m
99315 Nursing facility discharge, 30m
99316 Nursing facility discharge, 30+m
99318 Annual nursing facility assmt
99324 Dom, Rest, Custodial — New, 20m
99325 Dom, Rest, Custodial — New, 30m
99326 Dom, Rest, Custodial — New, 45m
99327 Dom, Rest, Custodial — New, 60m
99328 Dom, Rest, Custodial — New, 75m
99334 Dom, Rest, Custodial — Est, 15m
99335 Dom, Rest, Custodial — Est, 25m
99336 Dom, Rest, Custodial — Est, 40m
99337 Dom, Rest, Custodial — Est, 60m
99341 Home care — New, 20m

99342 Home care — New, 30m

Page 1 of 8
ACC RFP Draft



APPENDIX N
Capitated Behavioral Health Benefit Covered Services

99236 Same day admit/DC, 55m
99238 Hospital discharge day
99239 Hospital discharge-manage
99242 Inpatient Consultation, 30m
99243 Inpatient Consultation, 40m
99244 Inpatient Consultation, 60m
99245 Inpatient Consultation, 80m
99251 Inpatient consultation
99252 Inpatient consultation
99253 Inpatient consultation

99343 Home care — New, 45m

99344 Home care — New, 60m

99345 Home care — New, 75m

99347 Home care — Est, 156m

99348 Home care — Est, 25m

99349 Home care — Est, 40m

99350 Home care — Est, 60m

99366 Team conf w/patient by hc pro
99367 Team conf w/o patient by phys
99368 Team conf w/patient by hc pro

diagnosis

Behavioral health codes- always covered by the behavioral health capitation, regardless of

HO0005 Alcohol and/or drug services
HO0004 Alcohol and/or drug services
H0002 Alcohol and/or drug screening
HO0001 Alcohol and/or drug assessment
96119 Neuropsych testing by tech

96118 Neuropsych testing by psych/phys

96116 Neurobehavioral status exam
96102 Psycho testing by technician
96101 Psycho testing by psych/phys
90849 Multiple family group psytx
96120 Neuropsych test admin w/comp

for behavioral health diagnoses.

Specialty Behavioral Health Codes- always covered under the behavioral health capitation

H2001 Rehab program 1/2 day

96120 Neuropsych test admin w/comp
96372 Ther/proph/diag inj, sc/im
97535 Self care mngment training
97537 Community/work reintegration
98966 Hc pro phone call 5-10 min
98967 Hc pro phone call 11-20 min
98968 Hc pro phone call 21-30 min
H0043 Supported housing, per diem
HO0044 Supported housing, per month
HO0045 Respite not-in-home per diem
H2014 Skills train and dev, 15 min
H2017 Psysoc rehab svc, per 15 min

H2018 Psysoc rehab svc, per diem
H2021 Com wrap-around sv, 15 min
H2022 Com wrap-around sv, per diem
H2023 Supported employ, per 15 min
H2024 Supported employ, per diem
H2025 Supp maint employ, 15 min
H2026 Supp maint employ, per diem
H2033 Multisys ther/juvenile 15 min
S5150 Unskilled respite care, per 15m
S5151 Unskilled respite care, per diem
T1005 Respite care service 15 min
T1016 Case management

T1017 Targeted case management

In ACC II, the integrated care codes can be performed, in any combination, in a primary care
setting for up to 6 total sessions per State fiscal year, and regardless of diagnosis before a prior
authorization request is required.

The processing of prior authorizations requests for additional services beyond the 6 will be an
administrative function covered under the capitation; integrated care services authorized beyond
the 6 sessions will also be funded under the capitation.
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Covered Behavioral Health Diagnoses

APPENDIX N

Capitated Behavioral Health Benefit Covered Services

Part I- Mental Health Covered Diagnosis Ranges

Start Value End Value
F20.0 F42.3
F42.8 F48.1
F48.9 F51.03
F51.09 F51.12
F51.19 F51.9
F60.0 F63.9
F68.10 F69
F90.0 F99
R45.1 R45.2
R45.5 R45.82

Start Value End Value
F10.10 F10.26
F10.28 F10.96
F10.98 F13.26
F13.28 F13.96
F13.98 F18.159
F18.18 F18.259
F18.28 F18.959
F18.980 F19.16
F19.18 F19.26
F19.28 F19.99
Part 11 — Other Diagnoses
R69
Z03.89

Wrap Around Services

Part I1- Substance Use Disorder Covered Diagnosis Ranges

Wrap Around services are services not paid for by the HMO. Wrap Around services are paid for
by the State of Colorado Medicaid program on a fee for service basis upon determination of
medical necessity. Wrap Around Services include, but are not limited to, the following:

Home and Community Based Services Waiver Programs

Home and Community Based Services for the Elderly, Blind and Disabled (HCBS-
EBD). See 10 CCR 2505-10, Section 8. 485.
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APPENDIX N
Capitated Behavioral Health Benefit Covered Services

Home and Community Based Services for Persons Living with AIDS (HCBS-
PLWA). See 10 CCR 2505-10, Section 8. 496.

Home and Community Based Services for the Developmentally Disabled (HCB-DD)
Waiver. See 10 CCR 2505-10, Section 8. 500.

Supported Living Services Waiver. See 10 CCR 2505-10, Section 8. 500.90.

Children’s Extensive Support Waiver Program (CES). See 10 CCR 2505-10, Section
8. 503.

Home and Community Based Services Pediatric Hospice Waiver. See 10 CCR 2505-
10, Section 8. 504.

Children's Home and Community Based Services Waiver Program. See 10 CCR
2505-10, Section 8. 506.

Children's Habilitation Residential Program. See 10 CCR 2505-10, Section 8. 508.

Home and Community Based Services for Community Mental Health Supports
(HCBS-CMHS). See 10 CCR 2505-10, Section 8. 509.

Consumer Directed Attendant Support Services. See 10 CCR 2505-10, Section 8.
510.

Home and Community Based Services for People with Brain Injury (HCBS-BI). See
10 CCR 2505-10, Section 8. 515.

Consumer Directed Care for the Elderly. See 10 CCR 2505-10, Section 8. 518.

Home and Community Based Services for Children with Autism Waiver. See 10
CCR 2505-10, Section 8. 519

Consumer Directed Attendant Support. See 10 CCR 2505-10, Section 8. 551.
Services include skilled nursing services and home health aide services, personal care
services and homemaker services.

In-Home Support Services. See 10 CCR 2505-10, Section 8. 552.

Community Transition Services. See 10 CCR 2505-10, Section 8. 553. This is a
Single Entry Point agency program.

Hospice

Hospice entities retain professional, financial, and administrative responsibility for core
hospice services.

Skilled Nursing Facility (Long Term)

Skilled nursing facilities retain professional, financial, and administrative responsibility for
core Skilled Nursing Facility Services provided to Members in custodial care.

Home Health Services (Long Term)
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APPENDIX N
Capitated Behavioral Health Benefit Covered Services

Includes skilled nursing services, home health aide services, occupational therapy services,
physical therapy services, and speech/language pathology services for chronic conditions.
See 10 CCR 2505-10, Section 8.520.
Alternative Care Facility Services

See 10 CCR 2505-10, Section 8. 495.

Non-emergency transportation to medical appointments
Services are provided through the Member’s county of residence.

Food and Lodging to Obtain Out-of-State Medical Services

Private duty nursing
See 10 CCR 2505-10, Section 8. 540.

Environmental Modifications
Home modifications and other items listed in 10 CCR 2505-10, Section 8. 516.

Non-medical Transportation
See 10 CCR 2505-10, Section 8.516.20 and Section 8.494.

Transitional Living
See 10 CCR 2505-10, Section 8. 516.30.

Behavioral Programming
See 10 CCR 2505-10, Section 8. 516.40

Electronic monitoring
See 10 CCR 2505-10, Section 8.488.10.

Personal Care Services
See 10 CCR 2505-10, Section 8. 489

Homemaker Services

Homemaker Services are available to clients in the Home and Community Based
Services waivers for Elderly Blind and Disabled, Persons Living with Aids and
Persons with Mental IlIness.

Homemaker Services are available to clients in the Home and Community Based
Services waiver for Persons with Brain Injury when the client is also receiving
personal care services.

Adult Day Care Services
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APPENDIX N
Capitated Behavioral Health Benefit Covered Services

See 10 CCR 2505-10, Section 8. 491.

Respite Care
See 10 CCR 2505-10, Section 8. 492.

Home Modifications
See 10 CCR 2505-10, Section 8.493.

Targeted Case Management Services for Persons with Developmental Disabilities
See 10 CCR 2505-10, Section 8.760

"Targeted Case Management services for persons with developmental disabilities™
consist of at least one activity every other month, by the community centered board
which is providing targeted case management services to the individual, for one or
more of the following purposes:

Coordinating the completion of assessments for the determination of the
need for services;

Facilitating the development of the Individual Habilitation Plan (IMP) and
ensuring the development of related Individual Program Plans (IPP);

Monitoring and reviewing the goals and services identified in the Individual
Habilitation Plan and individual program plans developed in response to the
IHP;

Coordinating the services being provided as identified in the IHP to ensure
continuity of service provision;

Advocating for the entry of persons receiving services into the services
and/or programs identified in the IHP;

Providing counsel and support to the person receiving services and other
appropriate parties as necessary to prepare them for entry, transfer or
termination from a program;

Providing notification and documentation of intended actions, transfers or
terminations; or,

For persons who no longer require services from the developmental
disabilities system or whose needs would be better served in alternative
services options, terminating services or transferring to other necessary
services.

Nurse Home Visitor Program
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APPENDIX N
Capitated Behavioral Health Benefit Covered Services

Nurse Home Visitor Program (NHVP) means a program established pursuant to Section
25-31-101,C.R.S. et seq., including the provision of targeted case management services to
first-time pregnant women or whose first child is less than one month old and who are at
or below 200% of the Federal Poverty Level. Services are offered through the child’s
second birthday plus one month.

Prenatal Plus Program

Prenatal Plus Program Services address the psychosocial behaviors that impact
pregnancy outcome and are in addition to medical prenatal care. They are limited to:

Risk Assessment: Identification and documentation of client medical, psychosocial,
nutritional and behavioral strengths and risk factors that could negatively impact
pregnancy outcome.

Prenatal Care Coordination: Services provided by a Prenatal Plus provider that
includes service planning and coordination, referral, follow-up and monitoring.

Home visitation: A 30-90 minute face-to-face contact with a client at the client's
residence or alternative non-provider site by the Prenatal Plus provider to address
issues identified through the Risk Assessment.

Nutrition counseling: Nutrition intervention services provided by a registered
dietitian including ongoing nutrition assessment, client counseling and referral to
other health professionals as needed.

Psychosocial counseling: Services provided by a mental health professional including
ongoing assessment of the client's psychological and social situation, brief
psychotherapy, crisis intervention and referral to additional mental health treatment
as needed.

Outpatient Substance Abuse Treatment

See 10 CCR 2505-10, Section 8.746, unless the Department exercises its option to include
these services in the Program.

Drug/Alcohol Treatment for pregnant women

Drug/Alcohol Treatment for pregnant women is available through the Special Connections
Program administered by the Alcohol/Drug Abuse Division, Department of Human
Services. See 10 CCR 2505-10, Section 8.745.

Teen Pregnancy Prevention Services

Teen Pregnancy Prevention Services are a package of support services developed to
reduce teen pregnancy including:

Intensive individual or group counseling, which includes a component on
delayed parenting.
Guidance promoting self-sufficiency, self-reliance and the ability to make
appropriate family planning decisions.

Home visits or visiting nurse services.
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Capitated Behavioral Health Benefit Covered Services

Eligible individuals up to nineteen years of age who reside in a neighborhood in
which there is a preponderance of poverty, unemployment and underemployment,
substance abuse, crime, school dropouts, a significant public assistance population,
teen pregnancies and teen parents or other conditions that put families at risk.
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APPENDIX O

Low-acuity Behavioral Health Services in a Primary Care Setting

In order to support the availability of a full continuum of behavioral health services, the
Department is promoting the provision of behavioral health services within primary care settings
for low-acuity and brief episodic conditions.

Behavioral health practitioners in a primary care setting may provide up to six (6) sessions of the
low-acuity behavioral health services listed in this appendix, in any combination, per episode of
care without prior authorization from the Contractor. These sessions will not require a covered
behavioral health diagnosis.

Low-acuity Behavioral Health Service Procedure Codes

90791
90792
90832
90834
90837
90839
90840
90853
90846
90847

Diagnostic Evaluation without Medical Services
Diagnostic Evaluation with Medical Services
Psychotherapy-30 minutes

Psychotherapy-45 minutes

Psychotherapy-60 minutes

Psychotherapy for crisis-60 minutes
Psychotherapy for crisis-each additional 30 min
Group Psychotherapy

Family Psychotherapy (w/o patient)

Family Psychotherapy (with patient)

The services listed above are reimbursed fee-for-service when they are billed in a primary care
place of service. Practitioners must request authorization from the Contractor to continue to
provide more than six (6) low-acuity behavioral health services in a primary care setting.
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Appendix P 1915b3 Services Report

Instruction of the CASH based Alternative Service quarterly report

Contract Exhibit R2, Section I.A.2.: Contractor shall submit, quarterly, reports in electronic format to the
Department and/or designee detailing the previous quarters expenditures for 1915(b)(3) Waiver (Alternative)
services.

I.A.2.a. Expenditure reports shall detail the specific type of service and the expenditure amount associated with
that service for the given quarter.

Contract 11.1.2.j Due Dates for Quarterly Reporting:

In the absence of an alternative reporting time line, all quarterly reports are due thirty (30) calendar days following
the end of the reporting quarter.

The CASH based Alternative Service quarterly report is a cost report based on the service adjudication
date during a quarter of a fiscal year. The steps to fill out the report are listed as below:

1. The total cost of each service class adjudicated during a quarter should be filled in the column D of a
corresponding quarterly tab (xxxQ_brkdwn).

2. Each of the costs from step one above then should be broken down into two columns, the cost for the service
date of prior fiscal year and the cost for the service date of current fiscal year. The prior year's cost is in the
column B and the current year's cost is in the column C.

For example, one BHO has $100,000 of residential services adjudicated (paid) during the second quarter of
FY05-06 (Oct.-Dec. of 2005). $20,000 of the $100,000 is for the service date of prior FY (before July 1, 2005).
And $80,000 is for the current FY. In this case, $100,000 goes to column D20 in tab '2ndQ_Brkdwn', $20,000 to
column B20 and $80,000 to column C20.

3. Other 'filled-out' fields include the date submitted in all of the quarterly tabs, the BHO name and the fiscal year
in the 1stQ_Brkdwn tab.

4. The 'SumByPayDate' tab with a title of ‘Cash Based Alternative service expenditure report for FYxxxx' is an
auto-populated tab. The information is automatically transferred from the quarterly tabs.

Please note: All services provided to children, with the exception of respite and vocational rehab, are
considered state plan services under EPSDT. With the exception of respite and vocational rehab, please
report the cost of B(3) services for adults, only. For respite and vocational rehab, please report the cost
of B(3) services for children and adults.



Appendix P 1915b3 Services Report

A | B | C | D
Amount adjudicated in 1st Qtr of FY broken down by Date of Service
BHO: Fiscal Year:
Date Submitted: Quarter: July - September
Date of Service
ALTERNATIVE SERVICE Prior FY Current FY Total Amount Paid

Intensive Case Management

Vocational Services

Other:

Assertive Community Treatment

Respite Care

Clubhouse/Drop-in Center

Recovery Services

Prevention/Early Intervention

REQUIRED SERVICE

o ‘

Residential Services

TOTAL EXPENDITURE 0 0

o
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A | B C | D
Amount adjudicated in 2nd Qtr of FY broken down by Date of Service
BHO: 0 Fiscal Year: 0
Date Submitted: Quarter:  October - December
Date of Service
ALTERNATIVE SERVICE Prior FY Current FY Total Amount Paid

Intensive Case Management

Vocational Services

Other:

Assertive Community Treatment

Respite Care

Clubhouse/Drop-in Center

Recovery Services

Prevention/Early Intervention

REQUIRED SERVICE

Residential Services

O O O oo o oo

ﬁ

TOTAL EXPENDITURE

o




Appendix P 1915b3 Services Report

A | B | C [ D
Amount adjudicated in 3rd Qtr of FY broken down by Date of Service
BHO: Fiscal Year: 0
Date Submitted: Quarter: January - March
Date of Service
ALTERNATIVE SERVICE Prior FY Current FY Total Amount Paid

Intensive Case Management

Vocational Services

Other:

Assertive Community Treatment

Respite Care

Clubhouse/Drop-in Center

Recovery Services

Prevention/Early Intervention

REQUIRED SERVICE

Residential Services

TOTAL EXPENDITURE

O O Ooooo oo oo




Appendix P 1915b3 Services Report

A | B | c | D
Amount adjudicated in 4th Qtr of FY broken down by Date of Service
BHO: 0 Fiscal Year: 0
Date Submitted: Quarter: April - June
Date of Service
ALTERNATIVE SERVICE Prior FY Current FY Total Amount Paid

Intensive Case Management

Vocational Services

Other. [ N—

Assertive Community Treatment

Respite Care

Clubhouse/Drop-in Center

Recovery Services

Prevention/Early Intervention

REQUIRED SERVICE [ m—

Residential Services

O OO0 o0 o oo oo o

TOTAL EXPENDITURE 0 0




Appendix P 1915b3 Services Report

A | B | C | D
Amount adjudicated in 1st Qtr of FY broken down by Date of Service
BHO: Fiscal Year:
Date Submitted: Quarter: July - September
Date of Service
ALTERNATIVE SERVICE Prior FY Current FY Total Amount Paid

Intensive Case Management

Vocational Services

Other:

Assertive Community Treatment

Respite Care

Clubhouse/Drop-in Center

Recovery Services

Prevention/Early Intervention

REQUIRED SERVICE

o ‘

Residential Services

TOTAL EXPENDITURE 0 0

o




Appendix P 1915b3 Services Report

A | B C | D
Amount adjudicated in 2nd Qtr of FY broken down by Date of Service
BHO: 0 Fiscal Year: 0
Date Submitted: Quarter:  October - December
Date of Service
ALTERNATIVE SERVICE Prior FY Current FY Total Amount Paid

Intensive Case Management

Vocational Services

Other:

Assertive Community Treatment

Respite Care

Clubhouse/Drop-in Center

Recovery Services

Prevention/Early Intervention

REQUIRED SERVICE

Residential Services

O O O oo o oo

ﬁ

TOTAL EXPENDITURE

o




Appendix P 1915b3 Services Report

A | B | C [ D
Amount adjudicated in 3rd Qtr of FY broken down by Date of Service
BHO: Fiscal Year: 0
Date Submitted: Quarter: January - March
Date of Service
ALTERNATIVE SERVICE Prior FY Current FY Total Amount Paid

Intensive Case Management

Vocational Services

Other:

Assertive Community Treatment

Respite Care

Clubhouse/Drop-in Center

Recovery Services

Prevention/Early Intervention

REQUIRED SERVICE

Residential Services

TOTAL EXPENDITURE

O O Ooooo oo oo




Appendix P 1915b3 Services Report

Cash Based Alternative Service Expenditure Report for FY

BHO: 0 Fiscal Year: 0
Date Submitted: Quarter:
Paid Amount
ALTERNATIVE SERVICE 1st Qtr 2nd Qtr 3rd Qtr 4th Qtr Total Year to Date
Intensive Case Management 0 0 0 0 0
Vocational Services 0 0 0 0 0

Other:

Assertive Community Treatment

Respite Care

Clubhouse/Drop-in Center

Recovery Services

Prevention/Early Intervention

REQUIRED SERVICE

Residential Services

o o o o o

o

O o o o o

o

O o o o o

o

o o o o o

o

o o o o o

o

TOTAL EXPENDITURE

o

o

o

o

o




Appendix P 1915b3 Services Report

A | B | B | D
Amount adjudicated in 4th Qtr of FY broken down by Date of Service
BHO: 0 Fiscal Year: 0
Date Submitted: Quarter: April - June
Date of Service
ALTERNATIVE SERVICE Prior FY Current FY Total Amount Paid

Intensive Case Management

Vocational Services

Other: I —

Assertive Community Treatment

Respite Care

Clubhouse/Drop-in Center

Recovery Services

Prevention/Early Intervention

REQUIRED SERVICE e —

Residential Services

Oo|0o/lo|o/o ©oo|lo|o|o o

TOTAL EXPENDITURE 0 0




APPENDIX Q

Proposed Performance Measures

In addition to the Key Performance indicators, the Department will track several other measures
to monitor the performance of the program and RAE efforts in each region. These measures will
be publicly reported and tracked throughout the life of the contract. The following measures are

still under development.

MEASURE

ALIGNMENT WITH
OTHER INITIATIVES

Use of appropriate medications for asthma

Adult and Child Core Sets

HbA1c Screening

Adult core set, SIM

Well-visits 3 domains--all Children, Children in Child

Welfare, LTSS Current ACC
Clinical depression screening SIM, Adult core set
Maternal Health Depression Screening MIH Grant

SUD Screening

SIM, Adult core set

Total cost of care

ED Visits for Ambulatory Care-sensitive Conditions

Adult core set, child core set,
MMP

CAHPS - Physical Health (Rating of all Health Care,
Rating of Personal Doctor, Rating of specialist seen
most often, Getting needed care)

Adult core set, child core set,
Triple Aim

ECHO - Behavioral Health (Rating of all Counseling or
Treatment, Getting Treatment Quickly, How Well
Clinicians Communicate, Perceived Improvement)

Triple Aim, BH Indicator 6

National Core Indicators Survey

Triple Aim

Percent of 1st time mothers connect to NFP

Percent of Medicaid clients with a dental visit

CHIPRA Core measure set

Number of Behavioral Health visits in primary care
settings

Percent of Clients Who Were Recently Released from
Corrections with an office visit within 30 days of release

Performance Improvement
Projects

Risky behavior screening for adolescents (11-20)

MIH Grant

Page 1 of 4
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APPENDIX Q

Proposed Performance Measures

Prenatal Care and Postpartum Care (HEDIS)

Screening for Fall Risks

Child and adolescent major depressive disorder
(MDD): Suicide risk assessment

NQF 1365, BH Indicator 1

Adult major depressive disorder (MDD): suicide risk
assessment

NQF 0104, BH Indicator 2

BH Hospital Readmissions: 7,30,90,180 days

1768/SIM, BH Indicator 3

Percent of members prescribed redundant or duplicated
atypical antipsychotic medication

BH Indicator 4

Adherence to antipsychotics for individuals with
schizophrenia

CMS Core, NQF 1879, BH
Indicator 5

Penetration Rates

BH Indicator 6

Diabetes screening for individuals with schizophrenia or
bipolar disorder who are using antipsychotic medication

1932 NQF, BH Indicator 8

BH Inpatient Utilization

BH Indicator 9

ED Utilization for mental health conditions

BH Indicator 10

Follow up after ED visit for Mental health or Alcohol or
Drug Dependence

2605 NQF, BH Indicator 11

Mental Health Engagement

BHO Incentive measure,
indicator 12

Initiation and Engagement of Alcohol and other drug
dependence program

BHO Incentive measure,
indicator 13, CMS 0004

Follow up appointments within 7 and 30 days after
hospital discharge for a mental health condition - adult
and child/adolescent

BHO Incentive measure,
indicator 14, CMS Core 0576

Depression Remission at 12 months using standard

BHO Stretch Measure, Indicator

PHQ-9 15, NQF 0710
Substance Use Screening Composite: Screening and BHO Stretch Measure, Indicator
Intervention 16, SIM 2597

Adolescent Health Risk Screening and
Referral/coordination of care

BHO Stretch Measure, Indicator
17, MIH Grant

Page 2 of 4
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APPENDIX Q

Proposed Performance Measures

Develop a person/Family Centered Advisory Council

BHO Stretch Measure, Indicator

18

Children involved with child welfare with a behavioral
health claim (0-21 years)

CCBHC

Low Birth Weight

MIH

Developmental Screens

Percent of Clients with an E&M Claim with their
assigned PCP

ED Utilization

Readmissions

30 Day Post-discharge Follow-up

High Cost Imaging

Breast Cancer Screening Rate

Cervical Cancer Screening Rate

Fall-related Hospitalizations

Asthma Related ED Visits

Asthma Related Admissions

Teen Pregnancy Rate

Number of PCMPs participating in Alternative Payment
Methodologies

Percentage of administrative PMPM funding passed-
through to PCMPs

Care Coordination Measure

Member engagement measure

Children with a positive BH screening in primary care
with a follow up visit to a BH provider

CCBHC

Percent of clients who have completed the Health Needs
Survey or other health risk assessment (HRA)

Percent of practices in the ACC with connection to
CORHIO/QHN and actively working on sharing data
for care coordination

SIM

Percent of clients with access to their Patient Health
Record

Quality of Life

Page 3 of 4
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APPENDIX Q

Proposed Performance Measures

Weight Assessment and physical activity and nutrition
counseling

Client/Caregiver Experience of Care

BMI Documented

Percent of pregnant women/new mothers connected to
SNAP and WIC

Immunizations

Living Independently in the Community

Access to Care measure

LTSS Transition measure

Individuals with special health care needs with a well-
visit

Member Decision Tool or Patient Activation measure

Page 4 of 4
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Appendix R

Proposed Key Performance Indicators (KPIs)

Cost

1) Total Cost of Care - Risk adjusted measure of average per member per month costs for
both physical and behavioral health

2) ED Visits for Ambulatory Sensitive Conditions - Number of ED visits per thousand
members within a rolling twelve (12) month period, using the SIM ambulatory sensitive
conditions criteria

Prevention/Care/Health and Wellness

1) Behavioral Health Engagement — Members engaged in behavioral health services
delivered either in primary care settings or under the Capitated Behavioral Health Benefit
within a twelve (12) month rolling period.

2) Well Visits — Members of all ages and populations with at least 90 days of continuous
program enrollment that have had a well visit within a rolling twelve (12) month period

3) Prenatal Care — Members with a prenatal visit in the first trimester or within 42 days of
enrollment, depending on the date of program enrollment and the gaps in enroliment
during the pregnancy. The data source for the measure is claims.

4) Dental Visit - Percentage of Members with a dental visit within a rolling twelve (12)
month period

Public Health

1) Obesity — Rates of overweight and obesity as measured through the BRFSS OR by
CDPHE as part of Colorado’s 10 Winnable Battles

Health Neighborhood

1) Health Neighborhood — Hybrid measure of utilization of Colorado Medical Society’s
Primary Care-Specialty Care Compact (Appendix S CMS Care Compact) and number of
electronic consultations made within a twelve (12) month period

Page 1 of 1
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APPENDIX S
DISPROPORTIONATE SHARE AND
GRADUATE MEDICAL EDUCATION HOSPITAL REPORTING
By Calendar Year Quarter

Managed Care Contractor Name:

Quarter No.: Calendar Year:
HOSPITAL Medicaid Provider ID | TOTAL MEDICAID DAYS| TOTAL MEDICAID OUTPATIENT # of Discharges
Or (See Note Below) CHARGES (See Note Below)
NPI
TOTAL

NOTE: Medicaid needs hospital days and outpatient hospital charges for determining which hospitals are disproportionate share hospitals and to calculate the graduate medical education

reimbursement rate per day. This form should be itemized by hospital and the days should include newborns as defined in Medicaid HEDIS, December 1995, National Committee for Quality
Assurance, page 60. Outpatient hospital charges should include the charges for all services covered by your managed care organization for dates of service during the applicable quarter. The
Department will consult with Contractors to develop any other specifications and formats required to appropriately calculate disproportionate share and graduate medical education payments.

Quarter 1 Quarter 2 Quarter 3 Quarter 4
DUE: July 31, October 31, January 31, April 30,
SEND TO: Facility Rates Section, Colorado Department of Health Care Policy & Financing

1570 Grant Street, 1st Floor, Denver, Colorado 80203

Page 1 of 1
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Medical Home Commun iti639 Systems of Care/Patient Centered Medical Home Initiative

Primary Care — Specialist Physician
Collaborative Guidelines
I. Purpose
» To provide optimal health care for our patients.

* To provide a framework for better communication and safe transition of care
between primary care and specialty care providers.

Il. Principles
* Safe, effective and timely patient care is our central goal.

» Effective communication between primary care and specialty care is key to providing
optimal patient care and to eliminate the waste and excess costs of health care .

* Mutual respect is essential to building and sustaining a professional relationship and
working collaboration.

* A high functioning medical system of care provides patients with access to the ‘right
care at the right time in the right place’.

IIl. Definitions

e Primary Care Physician (PCP) — a generalist whose broad medical knowledge
provides first contact, comprehensive and continuous medical care to patients.

» Specialist — a physician with advanced, focused knowledge and skills who provides
care for patients with complex problems in a specific organ system, class of diseases or
type of patient.

* Prepared Patient — an informed and activated patient who has an adequate
understanding of their present health condition in order to participate in medical
decision making and self-management.

» Transition of Care — an event that occurs when the medical care of a patient is
assumed by another medical provider or facility such as a consultation or hospitalization.

» Technical Procedure — transfer of care to obtain a clinical procedure for diagnostic,
therapeutic, or palliative purposes.

This physician compact has been developed for general distributiqn with the support of the Colorado Systems of Care/Patient
Centered Medical Home Initiative, funded by the Colorado Health Foundation. Please reference the initiative in any reprints or
revisions. 10/22/2010



Version

Types

1.3 Appendix T CMS Compact Primary Care — Specialist Physician Compact

» Patient-Centered Medical Home —a community-based and culturally sensitive model
of primary care that ensures every patient has a personal physician who guides a team
of health professionals to provide the patient with accessible, coordinated,
comprehensive and continuous health care across all stages of life.

» Patient Goals — health goals determined by the patient after thorough discussion of
the diagnosis, prognosis, treatment options, and expectations taking into consideration
the patient’s psychosocial and personal needs.

» Medical Neighborhood — a system of care that integrates the PCMH with the medical
community through enhanced, bidirectional communication and collaboration on behalf
of the patient.

of Care Management Transition

» Pre-consultation exchange — communication between the generalist and specialist to:

1. Answer a clinical question and/or determine the necessity of a formal
consultation.

2. Facilitate timely access and determine the urgency of referral to specialty
care.

3. Facilitate the diagnostic evaluation of the patient prior to a specialty
assessment.

e Formal Consultation (Advice) — a request for an opinion and/or advice on a discrete
question regarding a patient’s diagnosis, diagnostic results, procedure, treatment or
prognosis with the intention that the care of the patient will be transferred back to the
PCP after one or a few visits. The specialty practice would provide a detailed report on
the diagnosis and care recommendations and not manage the condition. This report
may include an opinion on the appropriateness of co-management.

» Complete transfer of care to specialist for entirety of care (Specialty Medical Home
Network) — due to the complex nature of the disorder or consuming illness that affects
multiple aspects of the patient’s health and social function, the specialist assumes the
total care of the patient and provides first contact, ready access, continuous care,
comprehensive and coordinated medical services with links to community resources as
outlined by the “Joint Principles” and meeting the requirements of NCQA PPC-PCMH
recognition.

» Co-management — where both primary care and specialty care providers actively
contribute to the patient care for a medical condition and define their responsibilities
including first contact for the patient, drug therapy, referral management, diagnostic
testing, patient education, care teams, patient follow-up, monitoring, as well as,
management of other medical disorders.

2

This physician compact has been developed for general distribution with the support of the Colorado Systems of Care/Patient
Centered Medical Home Initiative, funded by the Colorado Health Foundation. Please reference the initiative in any reprints or

revisions.
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Appendix T CMS Compact Primary Care — Specialist Physician Compact

» Co-management with Shared management for the disease -- the specialist shares
long-term management with the primary care physician for a patient’s referred
condition and provides expert advice, guidance and periodic follow-up for one
specific condition. Both the PCMH and specialty practice are responsible to define
and agree on mutual responsibilities regarding the care of the patient. In general,
the specialist will provide expert advice, but will not manage the condition day to
day.

» Co-management with Principal care for the disease (Referral) — the specialist
assumes responsibility for the long-term, comprehensive management of a
patient’s referred medical/surgical condition. The PCMH continues to receive
consultation reports and provides input on secondary referrals and quality of
life/treatment decision issues. The generalist continues to care for all other
aspects of patient care and new or other unrelated health problems and remains
the first contact for the patient.

» Co-management with Principal care for the patient (Consuming illness) — this is a
subset of referral when for a limited time due to the nature and impact of the
disease, the specialist practice becomes first contact for care until the crisis or
treatment has stabilized or completed. The PCMH remains active in bi-directional
information, providing input on secondary referrals and other defined areas of
care.

Emergency care — medical or surgical care obtained on an urgent or emergent basis.

IV. Mutual Agreement for Care Management

Review tables and determine which services you can provide.

The Mutual Agreement section of the tables reflect the core elements of the PCMH
and Medical Neighborhood and outline expectations from both primary care and
specialty care providers.

The Expectations section of the tables provide flexibility to choose what services can
be provided depending in the nature of your practice and working arrangement with
PCP or specialist.

The Additional Agreements/Edits section provides an area to add, delete or modify
expectations.

After appropriate discussion, the representative provider checks each box that
applies to the commitment of their practice.

When patients self-refer to specialty care, processes should be in place to determine
the patient’s overall needs and reintegrate further care with the PCMH, as
appropriate.

The agreement is waived during emergency care or other circumstances that
preclude following these elements in order to provide timely and necessary medical
care to the patient.

This physician compact has been developed for general distribution with the support of the Colorado Systems of Care/Patient
Centered Medical Home Initiative, funded by the Colorado Health Foundation. Please reference the initiative in any reprints or

revisions.



Version 1.3 Appendix T CMS Compact Primary Care — Specialist Physician Compact
Upon signing this agreement, each provider should agree to an open dialogue to
discuss and correct real or perceived breaches of this agreement, as well as, the

format and venue of this discussion.
« Optimally, this agreement should be reviewed every 2 vyears.

This physician compact has been developed for general distribution with the support of the Colorado Systems of Care/Patient
Centered Medical Home Initiative, funded by the Colorado Health Foundation. Please reference the initiative in any reprints or

revisions.
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1.3 Appendix T CMS Compact

Primary Care — Specialist Physician Compact

Transition of Care

Mutual Agreement

+ Maintain accurate and up-to-date clinical record.

+ When available and clinically practical, agree to standardized demographic
and clinical information format such as the Continuity of Care Record [CCR]
or Continuity of Care Document [CCD]

+ Ensure safe and timely transfer of care of a prepared patient

Expectations

Primary Care

Specialty Care

O

PCP maintains complete and up-to-
date clinical record including
demographics.

Transfers information as outlined in
Patient Transition Record.

Orders appropriate studies that
would facilitate the specialty visit.
Informs patient of need, purpose
(specific question), expectations
and goals of the specialty visit
Provides patient with specialist
contact information and expected
timeframe for appointment.

[0 Determines and/or confirms
insurance eligibility

L] Identifies a specific referral contact
person to communicate with the
PCMH

[0 When PCP is uncertain of
appropriate laboratory or imaging
diagnostics, assist PCP prior to the
appointment regarding appropriate
pre-referral work-up

Additional agreements/edits:

This physician compact has been developed for general distribution with the support of the Colorado Systems of Care/Patient
Centered Medical Home Initiative, funded by the Colorado Health Foundation. Please reference the initiative in any reprints or

revisions.



Version 1.3 Appendix T CMS Compact

Primary Care — Specialist Physician Compact

Mutual Agreement

phone or e-mail.

+ Be readily available for urgent help to both the physician and patient via

+ Provide visit availability according to patient needs.

+ Be prepared to respond to urgencies.

« Offer reasonably convenient office facilities and hours of operation.
+ Provide alternate back-up when unavailable for urgent matters.

Expectations

Primary Care

Specialty Care

[0 Communicate with patients who
“no-show” to specialists.

[J Determines reasonable time frame
for specialist appointment.

[J Provide a secure email option for
communication with patient and
specialist.

[J Notifies PCP of first visit ‘no-shows’
or other actions that place patient
in jeopardy.

I Provides visit availability according
to patient needs.

[J Be available to the patient for
qguestions to discuss the
consultation.

[J Schedule patient’s first
appointment  with requested
physician.

[J Be available to PCP for pre-
consultation exchange by phone
and/or secure email.

[0 When available and clinically
practical, provide a secure email
option for communication with
established patients and/or
provider.

[J Provides PCP with list of practice
physicians who agree to compact
principles.

Additional agreements/edits:

This physician compact has been developed for general distribution with the support of the Colorado Systems of Care/Patient
Centered Medical Home Initiative, funded by the Colorado Health Foundation. Please reference the initiative in any reprints or

revisions.
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This physician compact has been developed for general distribution with the support of the Colorado Systems of Care/Patient
Centered Medical Home Initiative, funded by the Colorado Health Foundation. Please reference the initiative in any reprints or
revisions.



Version 1.3 Primary Care — Specialist Physician Compact

Collaborative Care Management

Mutual Agreement

« Define responsibilities between PCP, specialist and patient.

« Clarify who is responsible for specific elements of care (drug therapy, referral
management, diagnostic testing, care teams, patient calls, patient education,
monitoring, follow-up).

« Maintain competency and skills within scope of work and standard of care.

+ Give and accept respectful feedback when expectations, guidelines or standard of
care are not met

« Agree on type of specialty care that best fits the patient’s needs.

Expectations

Primary Care Specialty Care

[0 Follows the principles of the Patient
Centered Medical Home or Medical Home
Index.

[0 Manages the medical problem to the .
extent of the PCP’s scope of practice,
abilities and skills.

[0 Follows standard practice guidelines or
performs therapeutic trial of therapy prior .
to referral, when appropriate, following
evidence-based guidelines.

[0 Reviews and acts on care plan developed

Reviews information sent by PCP
Addresses referring provider and patient
concerns.

Confers with PCP or establishes other
protocol before orders additional services
outside practice guidelines. Obtains proper
prior authorization.

Confers with PCP before refers to
secondary/tertiary specialists for problems
within the PCP scope of care and uses a
preferred list to refer when problems are

oo

by specialist. . ) outside PCP scope of care. Obtains proper
[0 Resumes care of patient when patient . o
t £ list prior authorization when needed.
returns from specialist care. [0 Sends timely reports to PCP to include a

[0 Explains and clarifies results of
consultation, as needed, with the patient.
Makes agreement with patient on long-
term treatment plan and follow-up. .

care plan, follow-up and results of

diagnostic  studies or  therapeutic

interventions.

Notifies the PCP office or designated

personnel of major interventions,

emergency care or hospitalizations.

O Prescribes pharmaceutical therapy in line
with insurance formulary with preference
to generics when available and if
appropriate to patient needs.

O Provides useful and necessary
education/guidelines/protocols to PCP, as
needed

This physician compact has been developed for general distribution with the support of the Colorado Systems of Care/Patient
Centered Medical Home Initiative, funded by the Colorado Health Foundation. Please reference the initiative in any reprints or
revisions.
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Additional agreements/edits:

Primary Care — Specialist Physician Compact

Patient Communication

Mutual Agreement

+ Engage and utilize a secure electronic communications platform for high risk
patients such as ReachMyDoctor or CORHIO.

+ Prepare the patient for transition of care.

« Consider patient/family choices in care management, diagnostic testing and

treatment plan.
+ Provide to and obtain
community standards.

informed consent from patient according to

+ Explores patient issues on quality of life in regards to their specific medical
condition and shares this information with the care team.

Expectations

Primary Care

Specialty Care

O

O

Explains  specialist  results and
treatment plan to patient, as
necessary.

Engages patient in the Medical Home
concept. Identifies whom the patient
wishes to be included in their care
team.

O

(|
(|
(|

Informs patient of diagnosis, prognosis
and follow-up recommendations.

Provides educational material and
resources to patient.

Recommends appropriate follow-up
with PCP.

Will be accountable to address patient
phone calls/concerns regarding their
management.

Participates with patient care team.

Additional agreements/edits:

This physician compact has been developed for general distribution with the support of the Colorado Systems of Care/Patient
Centered Medical Home Initiative, funded by the Colorado Health Foundation. Please reference the initiative in any reprints or
revisions.



Version 1.3 Primary Care — Specialist Physician Compact
V. Appendix

« PCP Patient Transition Record

1. Practice details — PCP, PCMH level, contact numbers (regular, emergency)

2. Patient demographics -- Patient name, identifying and contact information,
insurance information, PCP designation and contact information.

3. Diagnosis -- ICD-9 code

4. Query/Request — a clear clinical reason for patient transfer and anticipated
goals of care and interventions.

5. Clinical Data --

= problem list

= medical and surgical history
= current medication

= immunizations

= allergy/contraindication list
= careplan

= relevant notes

= pertinent labs and diagnostics tests
= patient cognitive status

= caregiver status

= advanced directives

= list of other providers

6. Type of transition of care.
= Consultation
=  Co-management
* Principal care
* Consuming illness
* Shared care
= Specialty Medical Home Network (complete transition of care to
specialist practice)
= Technical procedure

7. Visit status -- routine, urgent, emergent (specify time frame).

8. Communication and follow-up preference — phone, letter, fax or e-mail

10
This physician compact has been developed for general distribution with the support of the Colorado Systems of Care/Patient
Centered Medical Home Initiative, funded by the Colorado Health Foundation. Please reference the initiative in any reprints or
revisions.



Version 1.3 Primary Care — Specialist Physician Compact

. Specialist Patient Transition Record

1. Practice details — Specialist name, contact numbers (regular, emergency)

2. Patient demographics -- Patient name, identifying and contact information,
insurance information, PCP designation.

3. Communication preference — phone, letter, fax or e-mail
Diagnoses (ICD-9 codes)

Clinical Data — problem list, medical/surgical history, current medication, labs
and diagnostic tests, list of other providers.

6. Recommendations — communicate opinion and recommendations for further
diagnostic testing/imaging, additional referrals and/or treatment. Develop an
evidence-based care plan with responsibilities and expectations of the
specialist and primary care physician that clearly outline:

1. new or changed diagnoses

2. medication or medical equipment changes, refill and monitoring
responsibility.

3. recommended timeline of future tests, procedures or secondary
referrals and who is responsible to institute, coordinate, follow-up
and manage the information.

4. secondary diagnoses.

5. patient goals, input and education provided on disease state and
management .

6. care teams and community resources.

7. Technical Procedure — summarize the need for procedure, risks/benefits, the
informed consent and procedure details with timely communication of
findings and recommendations.

8. Follow-up status — Specify time frame for next appointment to PCP and
specialist. Define collaborative relationship and individual responsibilities.

1. Consultation

2. Co-management
+ Principal care
+ Shared care
+ Consuming illness

3. Specialty Medical Home Network (complete transition of care to
specialist practice)

4. Technical procedure

11
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Appendix T CMS Compact

Primary Care-Specialty Care Collaborative Guidelines
Level 1 Medical Neighbor

Transition of Care

Mutual Agreement

Maintain accurate and up-to-date clinical record.

Expectations

Primary Care

Specialty Care

[0 Transfers information as outlined in Patient
Transition Record.

O Provides patient with specialist contact
information

O Provide single source contact person to coordinate
services with specialist or primary care practice.

O When PCP uncertain of appropriate laboratory or
imaging diagnostics, assist PCP prior to the
appointment regarding appropriate pre-referral
work-up

Access

Mutual Agreement

Be readily available for urgent help to both the physician and patient via phone.
Be prepared to respond to urgencies.
Provide alternate back-up when unavailable for urgent matters.

Expectations

Primary Care

Specialty Care

O Determines reasonable time frame for specialist
appointment.

O Have timely consultation appointments available
to meet patient and referral source requests.
Discuss special arrangements, as needed.

Collaborative Care Management

Mutual Agreement

Define responsibilities between PCP, specialist and patient.
Clarify who is responsible for specific elements of care (drug therapy, referral management, diagnostic testing,
care teams, patient calls, patient education, monitoring, follow-up).
Give and accept respectful feedback when expectations, guidelines or standard of care are not met

Expectations

Primary Care

Specialty Care

O Suggests type of transition of care

O Resumes care of patient when patient returns
from specialist care and acts on care plan
developed by specialist.

O Reviews information sent by PCP

O Sends timely reports to PCP to include a care
plan, follow-up and test results as outlined in
Specialist Transition Record.

Patient Communication
Mutual Agreement

Consider patient/family choices in care management, diagnostic testing and treatment plan.
Provide to and obtain informed consent from patient according to community standards.

Expectations

Primary Care

Specialty Care

O Explains specialist results and treatment plan to
patient, as necessary.

O TIdentifies whom the patient wishes to be included
in their care team.

O Informs patient of diagnosis, prognosis and
follow-up recommendations.

O Recommends appropriate follow-up with
specialist and PCP.

This physician compact has been developed for general distribution with the support of the Colorado Systems of
Care/Patient Centered Medical Home Initiative, funded by the Colorado Health Foundation. Please reference the initiative

in any reprints or revisions. 10/22/2010




State of Colorado Appendix U MLR Template CONFIDENTIAL
MCO Reporting Template

State of Colorado - MLR Reporting Template

General:

This report will be used to assess the MLR for the various Colorado Medicaid Managed Care programs.

Each plan is requested to complete each report within the template to the best of its ability.

An overview of this template and instructions on how to complete each report is contained within the remainder of this sheet.
Please note that any cells shaded in light orange are to be completed by the MCO.

Reporting Entity and Time Period:
MCO Name: MCO Name

Service Incurral Period: July 1, 2018 - June 30, 2019

Paid Through: September 30, 2019

Report Instructions:

Report 1 -- MLR Template

Non-Claim Medical Payments: Any settlement amounts paid outside of the claims/encounter system, such as Critical Access Hospital settlements.

Medical Incentive Bonuses: Payments made by a MCO to providers and other unrelated risk sharing entities to share savings.

Reinsurance Premiums Less Recoveries: Reinsurance premiums should be based on date of payment. Reinsurance recoveries should be based on service date of the claim for which the recovery is made.
Less Related-Party Medical Margin: Fees paid by a MCO, or any of its subsidiaries, to a related party such as a parent organization. Please enter the Related-Party Medical Margin as a negative.

If line items are not able to be filled out at cohort level please fill in 'Totals' section where applicable.

For non-applicable line items, please leave blank.

Report 2 -- Submission Certification (by MCO CEQ
Please provide certification by the MCO's CEO or CFO that the figures in this reporting template are accurate and representative of MCO experience for the given time period.

MCO Scratch Sheet
Please use this worksheet to provide any additional information.

Overview
Page 1of 8 ACC Draft RFP



State of Colorado

MCO Reporting Template

MCO: MCO Name
Report: MLR

COA: Non-expansion Parent
Time Period: July 1, 2018 - June 30, 2019

Appendix U MLR Template

Time Period:

MCO: MCO Name
Report: MLR
COA: Children

July 1, 2018 - June 30, 2019

CONFIDENTIAL

Line Earned Revenue for MLR/Risk Corridor Line Earned Revenue for MLR/Risk Corridor
a Gross Capitation Payment a Gross Capitation Payment
b Taxes, licensing, and regulatory fees (Including HIPF! b Taxes, licensing, and regulatory fees (Including HIPF'
c Contractor Hold back ((a - b) * Holdback %) C Contractor Hold back ((a - b) * Holdback %)
d Earned Hold back d Earned Hold back
e Net Capitation Payment for MLR/Risk Corridor (a-b-c +d) - e Net Capitation Payment for MLR/Risk Corridor (a- b - c +d) -
f MMs f MMs
g Earned Revenue for MLR/Risk Corridor (e * f) - & Earned Revenue for MLR/Risk Corridor (e * f) -
Line MLR Calculation [ Line MLR Calculation
g Earned Revenue (Total Capitation Payments less HIT and Unearned Hold Backs’ - |_g Earned Revenue (Total Capitation Payments less HIT and Unearned Hold Backs -
h Risk Corridor Profit/(Loss) Share h Risk Corridor Profit/(Loss) Share
i Adjusted Earned Revenue (g + h) - i Adjusted Earned Revenue (g + h) -
j Claims Incurred j Claims Incurred
k Estimated IBNR k Estimated IBNR
| Non-Claim Medical Payments (e.g. CAH settlement, etc.) | Non-Claim Medical Payments (e.g. CAH settlement, etc.)
m Medical Incentive Bonus m Medical Incentive Bonus
n Reinsurance Premiums Less Recoveries n Reinsurance Premiums Less Recoveries
0 Activities that Improve Health Care Quality o Activities that Improve Health Care Quality
p Less Related-Party Medical Margin p Less Related-Party Medical Margin
Total Medical Expenses (Net Qualified Medical Expenses’ Total Medical Expenses (Net Qualified Medical Expenses
q (j+k+l+m+n+o+p) ) q (j+k+l+m+n+o0+p) )
r Net Qualified Medical Expenses divided by Earned Revenue (q /i 0.0% r Net Qualified Medical Expenses divided by Earned Revenue (q /i 0.0%
S Minimum MLR % 89.0% S Minimum MLR % 89.0%
t MLR % Reduction (Quality Metrics) 4.0% t MLR % Reduction (Quality Metrics) 4.0%
u Final MLR % (s - 1) 85.0% u Final MLR % (s - t) 85.0%
v Percentage below MLR (r - u) 85.0% \ Percentage below MLR (r - u) 85.0%
w MLR Reconciliation Payment (max(0, i - (q / u))) - w MLR Reconciliation Payment (max(0, i - (q / u))) -
Please describe any "Activities that Improve Healthcare Quality" in the box below, Please describe any "Activities that Improve Healthcare Quality" in the box below,
including what the activities are and how they improve healthcare quality including what the activities are and how they improve healthcare quality

Report 1. MLR Template
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State of Colorado

MCO Reporting Template

MCO: MCO Name
Report: MLR
COA: MAGI Adults
Time Period: July 1, 2018 - June 30, 2019

Appendix U MLR Template

Time Period:

MCO: MCO Name
Report: MLR
COA: Expansion Parent

July 1, 2018 - June 30, 2019

CONFIDENTIAL

Line Earned Revenue for MLR/Risk Corridor Line Earned Revenue for MLR/Risk Corridor
a Gross Capitation Payment a Gross Capitation Payment
b Taxes, licensing, and regulatory fees (Including HIPF! b Taxes, licensing, and regulatory fees (Including HIPF'
c Contractor Hold back ((a - b) * Holdback %) C Contractor Hold back ((a - b) * Holdback %)
d Earned Hold back d Earned Hold back
e Net Capitation Payment for MLR/Risk Corridor (a-b-c +d) - e Net Capitation Payment for MLR/Risk Corridor (a- b - c +d) -
f MMs f MMs
g Earned Revenue for MLR/Risk Corridor (e * f) - & Earned Revenue for MLR/Risk Corridor (e * f) -
Line MLR Calculation [ Line MLR Calculation
g Earned Revenue (Total Capitation Payments less HIT and Unearned Hold Backs’ - |_g Earned Revenue (Total Capitation Payments less HIT and Unearned Hold Backs -
h Risk Corridor Profit/(Loss) Share h Risk Corridor Profit/(Loss) Share
i Adjusted Earned Revenue (g + h) - i Adjusted Earned Revenue (g + h) -
j Claims Incurred j Claims Incurred
k Estimated IBNR k Estimated IBNR
| Non-Claim Medical Payments (e.g. CAH settlement, etc.) | Non-Claim Medical Payments (e.g. CAH settlement, etc.)
m Medical Incentive Bonus m Medical Incentive Bonus
n Reinsurance Premiums Less Recoveries n Reinsurance Premiums Less Recoveries
0 Activities that Improve Health Care Quality o Activities that Improve Health Care Quality
p Less Related-Party Medical Margin p Less Related-Party Medical Margin
Total Medical Expenses (Net Qualified Medical Expenses’ Total Medical Expenses (Net Qualified Medical Expenses
q (j+k+l+m+n+o+p) ) q (j+k+l+m+n+o0+p) )
r Net Qualified Medical Expenses divided by Earned Revenue (q /i 0.0% r Net Qualified Medical Expenses divided by Earned Revenue (q /i 0.0%
S Minimum MLR % 89.0% S Minimum MLR % 89.0%
t MLR % Reduction (Quality Metrics) 4.0% t MLR % Reduction (Quality Metrics) 4.0%
u Final MLR % (s - 1) 85.0% u Final MLR % (s - t) 85.0%
v Percentage below MLR (r - u) 85.0% \ Percentage below MLR (r - u) 85.0%
w MLR Reconciliation Payment (max(0, i - (q / u))) - w MLR Reconciliation Payment (max(0, i - (q / u))) -
Please describe any "Activities that Improve Healthcare Quality" in the box below, Please describe any "Activities that Improve Healthcare Quality" in the box below,
including what the activities are and how they improve healthcare quality including what the activities are and how they improve healthcare quality

Report 1. MLR Template
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State of Colorado

MCO Reporting Template

MCO: MCO Name
Report: MLR
COA: Foster Care
Time Period: July 1, 2018 - June 30, 2019

Appendix U MLR Template

Time Period:

MCO: MCO Name
Report: MLR
COA: Elderly

July 1, 2018 - June 30, 2019

CONFIDENTIAL

Line Earned Revenue for MLR/Risk Corridor Line Earned Revenue for MLR/Risk Corridor
a Gross Capitation Payment a Gross Capitation Payment
b Taxes, licensing, and regulatory fees (Including HIPF! b Taxes, licensing, and regulatory fees (Including HIPF'
c Contractor Hold back ((a - b) * Holdback %) C Contractor Hold back ((a - b) * Holdback %)
d Earned Hold back d Earned Hold back
e Net Capitation Payment for MLR/Risk Corridor (a-b-c +d) - e Net Capitation Payment for MLR/Risk Corridor (a- b - c +d) -
f MMs f MMs
g Earned Revenue for MLR/Risk Corridor (e * f) - & Earned Revenue for MLR/Risk Corridor (e * f) -
Line MLR Calculation [ Line MLR Calculation
g Earned Revenue (Total Capitation Payments less HIT and Unearned Hold Backs’ - |_g Earned Revenue (Total Capitation Payments less HIT and Unearned Hold Backs -
h Risk Corridor Profit/(Loss) Share h Risk Corridor Profit/(Loss) Share
i Adjusted Earned Revenue (g + h) - i Adjusted Earned Revenue (g + h) -
j Claims Incurred j Claims Incurred
k Estimated IBNR k Estimated IBNR
| Non-Claim Medical Payments (e.g. CAH settlement, etc.) | Non-Claim Medical Payments (e.g. CAH settlement, etc.)
m Medical Incentive Bonus m Medical Incentive Bonus
n Reinsurance Premiums Less Recoveries n Reinsurance Premiums Less Recoveries
0 Activities that Improve Health Care Quality o Activities that Improve Health Care Quality
p Less Related-Party Medical Margin p Less Related-Party Medical Margin
Total Medical Expenses (Net Qualified Medical Expenses’ Total Medical Expenses (Net Qualified Medical Expenses
q (j+k+l+m+n+o+p) ) q (j+k+l+m+n+o0+p) )
r Net Qualified Medical Expenses divided by Earned Revenue (q /i 0.0% r Net Qualified Medical Expenses divided by Earned Revenue (q /i 0.0%
S Minimum MLR % 89.0% S Minimum MLR % 89.0%
t MLR % Reduction (Quality Metrics) 4.0% t MLR % Reduction (Quality Metrics) 4.0%
u Final MLR % (s - 1) 85.0% u Final MLR % (s - t) 85.0%
v Percentage below MLR (r - u) 85.0% \ Percentage below MLR (r - u) 85.0%
w MLR Reconciliation Payment (max(0, i - (q / u))) - w MLR Reconciliation Payment (max(0, i - (q / u))) -
Please describe any "Activities that Improve Healthcare Quality" in the box below, Please describe any "Activities that Improve Healthcare Quality" in the box below,
including what the activities are and how they improve healthcare quality including what the activities are and how they improve healthcare quality

Report 1. MLR Template
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State of Colorado
MCO Reporting Template

MCO: MCO Name

Appendix U MLR Template

Report: MLR
COA: Disabled
Time Period: July 1, 2018 - June 30, 2019
Line Earned Revenue for MLR/Risk Corridor
a Gross Capitation Payment
b Taxes, licensing, and regulatory fees (Including HIPF!
c Contractor Hold back ((a - b) * Holdback %)
d Earned Hold back
e Net Capitation Payment for MLR/Risk Corridor (a-b-c+d) -
f MMs
g Earned Revenue for MLR/Risk Corridor (e * f) -
Line MLR Calculation
g Earned Revenue (Total Capitation Payments less HIT and Unearned Hold Backs; -
h Risk Corridor Profit/(Loss) Share
i Adjusted Earned Revenue (g + h) -
j Claims Incurred
k Estimated IBNR
| Non-Claim Medical Payments (e.g. CAH settlement, etc.)
m Medical Incentive Bonus
n Reinsurance Premiums Less Recoveries
0 Activities that Improve Health Care Quality
p Less Related-Party Medical Margin
Total Medical Expenses (Net Qualified Medical Expenses’
q (j+k+l+m+n+o0+p) )
r Net Qualified Medical Expenses divided by Earned Revenue (q /i 0.0%
S Minimum MLR % 89.0%
t MLR % Reduction (Quality Metrics) 4.0%
u Final MLR % (s - t) 85.0%
v Percentage below MLR (r - u) 85.0%
w MLR Reconciliation Payment (max(0, i - (q / u))) -
Please describe any "Activities that Improve Healthcare Quality" in the box below,
including what the activities are and how they improve healthcare quality

Report 1. MLR Template

Page 5 of 8

Time Period:

MCO: MCO Name
Report: MLR
COA: Total

July 1, 2018 - June 30, 2019

CONFIDENTIAL

Line

Earned Revenue for MLR/Risk Corridor

Gross Capitation Payment

Taxes, licensing, and regulatory fees (Including HIPF'

Contractor Hold back ((a - b) * Holdback %)

Earned Hold back

Net Capitation Payment for MLR/Risk Corridor (a- b - c +d)

||| |n

MMs

Earned Revenue for MLR/Risk Corridor (e * f)

A

Line

MLR Calculation

Earned Revenue (Total Capitation Payments less HIT and Unearned Hold Backs’

Risk Corridor Profit/(Loss) Share

Adjusted Earned Revenue (g + h)

Claims Incurred

Estimated IBNR

Non-Claim Medical Payments (e.g. CAH settlement, etc.)

Medical Incentive Bonus

Reinsurance Premiums Less Recoveries

Activities that Improve Health Care Quality

Less Related-Party Medical Margin

FRCIDEIEIEEEEEDN

Total Medical Expenses (Net Qualified Medical Expenses
(j+k+l+m+n+o0+p)

v |n|n|n[n|n|lnlvln|lnln

Net Qualified Medical Expenses divided by Earned Revenue (q /i

0.0%

Minimum MLR %

89.0%

MLR % Reduction (Quality Metrics)

4.0%

Final MLR % (s - t)

85.0%

Percentage below MLR (r - u)

85.0%

HEBEEHEE

MLR Reconciliation Payment (max(0, i - (q / u)))

Please describe any "Activities that Improve Healthcare Quality" in the box below,
including what the activities are and how they improve healthcare quality

Optumasf




State of Colorado Appendix U MLR Template
MCO Reporting Template
MCO: MCO Name
Report: Submission Certification (by MCO CEO/CFO)
Time Period: July 1, 2018 - June 30, 2019

| certify that, to the best of my understanding, the data summaries included in this template have been completed as instructed,
and all data and information provided in this report is accurate and appropriate experience

during the incurral time period of July 1, 2018 - June 30, 2019.

By: CEO/CFO

Print name Date

Signature & Title Phone number

Report 2. Certification
Page 6 of 8
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State of Colorado Appendix U MLR Template CONFIDENTIAL
MCO Reporting Template

Please provide any text, tables, numbers, etc. that you would like to communicate but were not able to include within the preceding reports.

MCO Scratch Sheet

Page 7 of 8 oPtL!‘m’g\sy '



State of Colorado
MCO Reporting Template

Appendix U MLR Template

CONFIDENTIAL

Please provide any details surrounding allocation methodology used in completing template.

MCO Scratch Sheet
Page 8 of 8
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Deliverables by Interval - updated 10/25/16

Startup
RFP Section Deliverable Due Date Interval
Number
5.1.8.2.4.1 Communication Plan DUE: Within ten (10) Business Days after the | Start Up
Effective Date
5.1.9.2.1 Business Continuity Plan DUE: Within ten (10) Business Days after the | Start Up
Effective Date.
5.2.11.1 Final list of names of the Within five (5) Business Days following the Start Up
individuals assigned to the Effective Date
Contract
5.2.11.3 Organizational Chart DUE: Thirty (30) days from the Contract’s Start Up
Effective Date.
5.2.11.8 Name of each Subcontractor | No later than thirty (30) days prior to the Start Up
and items on which each Subcontractor beginning work or the
Subcontractor will work effective date
5.5.8.3 ACC Program Member DUE: Thirty (30) days from the Contract’s Start Up
Handbook section specific to | Effective Date.
the Contractor’s Region
5.7.8.3 Provider Credentialing DUE: Within sixty (60) days following the Start Up
Policies and Procedures Operational Start Date.
5.9.7.1 Population Stratification Sixty (60) days after the Contract’s Effective | Start Up
Methodology and Date
Population Health
Management Plan
5.13.11.5 Quality of Care Concerns DUE: Within thirty (30) days following the Start Up
Process Operational Start Date.
6.6.3.4 Start-Up Plan DUE: Five (5) days after the Effective date. Start Up
6.6.3.7 Closeout Plan DUE: Thirty (30) days following the Effective | Start Up
Date
5.5.8.5 Network Directory DUE: Five (5) business days prior to the Start Up/
Operational Start Date and monthly by the Monthly
first day of the month, unless an extension is
allowed by the Department.
5.10.10.2 Practice Support Plan DUE: Thirty (30) days after the Contract Start Up/
Effective Date and then annually, on July Annually
31st.
5.18.25 Compliance Program Plan DUE: Thirty (30) days after the Effective Date | Start Up/
and annually on July 31st. Annually
5.10.10.4 Provider Payment Report DUE: Thirty (3) days after the Contract Start
Effective Date and then annually, on July Up/Annually
31,

ACC RFP Draft
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5.15.11.7 Disclosure of Information on | DUE: Upon execution of the Contract, upon Start Up/
Persons Convicted of Crimes | renewal or extension of the Contract, and Upon
within thirty-five (35) calendar days of the Request
date of a written request by the
Department.
5.15.24.12 Ownership or Control DUE: At the time of executing the Contract Start Up/
Disclosures with the Department, at Contract renewal or | Upon
extension, and within thirty-five (35) Request
calendar days of either a change of
ownership or a written request by the
Department.
5.12.15.1 Utilization Management DUE: Thirty (30) days after the Contract Start Up/
Program and Procedures Effective Date and thirty (30) days after any Initiating
significant change is made. Event
Monthly
RFP Section Deliverable Due Date Interval
Number
5.5.8.5 Network Directory DUE: Five (5) business days prior to the Start Up/
Operational Start Date and monthly by the | Monthly
first day of the month, unless an extension
is allowed by the Department.
5.11.15 Third Party Identification DUE: Ten (10) Business Days following the | Monthly
Report reporting month.
5.13.5.1 Certified Encounter Data DUE: Monthly Monthly
Submission
5.15.24.3 Suspended Payments DUE: On the last business day of each Monthly
Report month in which the Contractor suspends
payments.
Quarterly
RFP Section Deliverable Due Date Interval
Number
5.6.12.2 Member Grievance and DUE: Forty-five (45) days after the end of | Quarterly
Appeals Report the reporting quarter.
5.7.8.2 Network Report DUE: Quarterly, on the last business day | Quarterly
of July, October, January, and April.
5.11.15 1915(b)(3) Waiver DUE: Forty-five (45) days after the end of | Quarterly
(Alternative) Services the reporting quarter.
Report
5.11.15 Third Party Recovery DUE: Within thirty (30) days following the | Quarterly
Report end of the reporting quarter.

ACC RFP Draft
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5.14.11.5 QOC Report DUE: Quarterly Quarterly
5.14.11.6 COUP Report Quarterly, by the 10th business day of Quarterly
the month following the end of the
calendar quarter that the report covers
5.15.25.2 Graduate Medical DUE: Quarterly on July 31st, October Quarterly
Education Report 31st, January 31st, and April 30th.
5.15.10 Fraud, Waste, and Abuse | DUE: Within forty-five (45) days of the Quarterly/
Compliance Report end of the reporting quarter and an Annually
annual summary on July 31st
Semi-Annually
RFP Section Deliverable Due Date Interval
Number
5.5.8.1 Member Engagement Every 6 months Semi-
Report annually
5.8.7.1 Health Neighborhood and | DUE: Semi-annually, by January 31st and | Semi-
Community Report July 31st of each year annually
5.9.7.3 Care Coordination Report Semi-annually on November 1, reporting | Semi-
for the period of April 1 through annually
September 30; and May 1, reporting for
the period of October 1 through March
30; except that the deliverable due
November 1, 2018 will be for the
reporting period of July 1, 2018 through
September 30, 2018.
Annually
RFP Section Deliverable Due Date Interval
Number
5.10.10.2 Practice Support Plan DUE: Thirty (30) days after the Contract | Start Up/
Effective Date and then annually, on July | Annually
31st.
5.18.25 Compliance Program Plan | DUE: Thirty (30) days after the Effective | Start Up/
Date and annually on July 31st. Annually
5.10.10.4 Provider Payment Report DUE: Thirty (30) days after the Effective | Start Up/
Date and annually on July 31st. Annually
5.15.10 Fraud, Waste, and Abuse DUE: Within forty-five (45) days of the Quarterly/
Compliance Report end of the reporting quarter and an Annually
annual summary on July 31st
5.1.8.2.4.4 Annual Communication DUE: Annually, by July 31st of each year | Annually
Plan Update

ACC RFP Draft
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5.1.9.3.1 Updated Business DUE: Annually, by July 31st of each year. | Annually
Continuity Plan
5.5.8.2 Evaluation of Member Thirty (30) days following the end date Annually
Programs to Promote of each Contract year
Health and Wellness
5.7.8.1 Network Adequacy Plan Annually, on July 31st Annually
5.9.7.2 Population Stratification Annually on July 1 beginning on July 1, Annually
Methodology and 2019
Population Health
Management Plan Update
5.10.10.4 Health Information Annually, on July 31st Annually
Exchange Connectivity
Assessment
5.11.15 Child Mental Health DUE: Annually on September 1st. Annually
Treatment Act (CMHTA)
Report
5.14.11.1 Quality Improvement Plan | DUE: Annually, no later than the last Annually
Business Day of September of each
contract year.
5.14.11.2 Annual Quality Report DUE: Annually by the last Business Day Annually
of September for the preceding fiscal
year’s quality activities.
5.14.11.3 Performance Improvement | TBD by Department Annually
Projects
5.14.11.4 CG-CAHPS Survey Raw TBD by Department Annually
Data
5.14.5 Data Governance Policy DUE: Annually on July 31st Annually
and Activities Update
5.15.253 Provider-Preventable DUE: Annually, on July 31st of each year. | Annually
Conditions Report
5.16.25 Health Insurance Providers | DUE: Annually, no later than October 1st | Annually
Fee Report of each year in which the Contractor
filed a form 8963.
6.6.3.8 Closeout Plan Update DUE: Annually, by July 31st of each year. | Annually
Upon Request
RFP Section Deliverable Due Date Interval
Number
5.15.11.7 Disclosure of Information DUE: Upon execution of the Contract, upon Start Up/
on Persons Convicted of renewal or extension of the Contract, and Upon
Crimes within thirty-five (35) calendar days of the date | Request
of a written request by the Department.

ACC RFP Draft
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5.15.24.12 Ownership or Control DUE: At the time of executing the Contract Start Up/
Disclosures with the Department, at Contract renewal or Upon
extension, and within thirty-five (35) calendar | Request
days of either a change of ownership or a
written request by the Department.
5.1.8.2.4.7 Interim Communication DUE: Within ten (10) Business Days following Upon
Plan Update the receipt of the request from the Request
Department, unless the Department allows for
a longer time in writing.
5.2.11.2 Updated list of names of Within five (5) business days following the Upon
the individuals assigned to | Department’s request for an update Request
the Contract
5.5.8.6 Updated client materials DUE: Thirty (30) days from the request by the | Upon
including changes required | Department to make a change. Request
by the Department
5.10.10.1 All Contractor-developed Ten (10) Business Days from the date the Upon
provider materials related | materials or plans are requested by the Request
to the Accountable Care Department; and ten (10) Business Days from
Collaborative Program or the request by the Department to update
Colorado Medicaid documents
documents and provider
contact plans
5.14.7.2 QOC Description Letter DUE: Within ten (10) Business Days of the Upon
Department’s Request Request
5.15.11.2 Business transaction DUE: Within thirty-five (35) calendar days of Upon
disclosures the date of a request by the Department or by | Request
the Secretary of the Department of Health and
Human Services.
5.15.11.9 Notices and Disclosures DUE: Within ten (10) Business Days of the Upon
Policies and Procedures Department’s request Request
5.15.24.7 Administrative Report DUE: Within ten (10) days following the Upon
Department's request. Request
5.2.11.4 Updated Organizational DUE: Five (5) days from any change in Key Initiating
Chart Personnel or from the Department’s request Event/Up
for an updated Organizational Chart. on
Request
5.2.11.7 All current professional Within five (5) Business Days of receipt of Initiating
licensure and certification | updated licensure or upon request by the Event/Up
documentation as Department on
specified for key personnel Request

or other personnel

Initiating Event

ACC RFP Draft
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RFP Section Deliverable Due Date Interval
Number
5.12.15.1 Utilization Management DUE: Thirty (30) days after the Contract | Start Up/
Program and Procedures Effective Date and thirty (30) days after Initiating
any significant change is made. Event
5.2.11.5 Name(s), resume(s) and DUE: At least five (5) Business Days prior | Initiating
references for the to the change in Key Personnel Event
person(s) replacing
anyone in a Key Personnel
position during an interim
change
5.2.11.6 Name(s), resume(s), and Within ten (10) Business Days following | Initiating
Key Personnel Clearance the Contractor’s identification of a Event
Form for the person(s) potential replacement.
replacing anyone in a key
personnel position who
leaves employment with
the Contractor
5.5.8.4 Updated Member DUE: Thirty (30) days from when Initiating
Handbook section specific | changes take effect. Event
to the Contractor’s Region
whenever significant
changes occur
5.5.8.7 Notice to Members of DUE: Fifteen (15) days from the notice of | Initiating
PCMP termination termination. Event
5.7.8.4 Network Change and DUE: Within five (5) Business Days of Initiating
Deficiency Notification Contractor becoming aware of the Event
change or deficiency.
5.15.11.1 Notification of Actions DUE: Within two (2) Business Days of Initiating
Involving Licenses, Contractor’s notification. Event
Certifications, Approvals
and Permits
5.15.11.10 Security and HIPAA DUE: Within five (5) business days of Initiating
Violation Breach becoming aware of the breach. Event
Notification
5.15.11.15 Notification of discovery DUE: Within five (5) business days of the | Initiating
of excluded employee or | date of discovery. Event
contractor
5.15.11.8 Notification of Discovery DUE: Within five (5) business days of Initiating
of Excluded Network discovering the exclusion of the Event
Provider Provider.
5.15.24.15 Conflict of Interest DUE: Within ten (10) Business Days of Initiating
Disclosure Statement learning of an existing appearance of a Event
conflict of interest situation.

ACC RFP Draft
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5.15.24.16 Solvency Notification DUE: Within two (2) Business Days, of Initiating
becoming aware of a possible solvency Event
issue.
5.15.24.17 Subcontracts and Provider | DUE: Within five (5) Business Days of the | Initiating
Contracts Department’s Request. Event
5.15.24.2 Suspected Fraud Report DUE: Within three (3) business days of Initiating
the Contractor's verbal report to the Event
Department
5.15.24.20 Warranty and DUE: Within five (5) Business Days of Initiating
Certification Notification becoming aware of its inability to offer Event
the warranty and certifications.
5.15.24.5 Notice of Subcontractor DUE: At least sixty (60) calendar days Initiating
Termination prior to termination for all general Event
terminations and within two (2) Business
Days of the decision to terminate for
quality or performance issue
terminations.
5.15.24.7 Provider and Member DUE: Three (3) Business Days from the Initiating
Fraud Report initial discovery of the fraud or abuse. Event
6.6.3.5 Member Notifications DUE: Thirty (30) days prior to Initiating
termination of the Contract Event
6.6.3.6 Provider Notifications DUE: Thirty (30) days prior to Initiating
termination of the Contract Event
5.2.11.4 Updated Organizational DUE: Five (5) days from any change in Initiating
Chart Key Personnel or from the Department’s | Event/Upon
request for an updated Organizational Request
Chart.
5.2.11.7 All current professional Within five (5) Business Days of receipt Initiating
licensure and certification | of updated licensure or upon request by | Event/Upon
documentation as the Department Request

specified for key
personnel or other
personnel

ACC RFP Draft
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